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One hundred and twenty years ago, in 1823, 
the three founders of this Medical College 
made representations to the Trustees of the 
College of Charleston petitioning that body to 
join their effort to establish a medical college 
in conjunction with the College of Charleston. 
The College was at this time in its thirty- 
eighth year of existance. However, the Trus- 
tees did not favor this “new development” and 
the Medical College was organized as an inde- 
pendent institution. 

In 1850 the Medical College transferred to 
the College of Charleston what is now the 
Charleston Museum, where it remained as a 
department of the College until 1907, when it 
became a separate organization. The College 
in turn has transferred students to the Medi- 
cal College, but make no mistake in thinking 
that these students are museum pieces. They 
are the salt of the earth. An analysis of the 
enrollment of men in the South Carolina col- 
leges shows that while the College of Charles- 
ton has only two per cent of this total, our 
graduates comprise sixteen per cent of the en- 
rollment of this institution. 

These facts of origin, cooperation, and of 
student continuity serve to emphasize the 
cordial relationship existing between the Col- 
lege of Charleston and the Medical College of 
the State of South Carolina. I take the liberty, 
therefore, on this public occasion, to speak 
for both colleges in extending cordial felicita- 

*Address delivered at the Commencement Exer- 
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Carolina, March 19, 1943. 
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tions to our distinguished sister institution, 
The Citadel. With appropriate ceremonies, 
The Military College of South Carolina will 
celebrate tomorrow its centennial anniversary. 


A few weeks ago I read for the second time 
Moss Hart and George Kaufmann’s Broad- 
way success, “You Can't Take It With You.” 
You may recall that unique character, in this 
unusual play, the old grandfather. | discovered 
that I had one thing in common with this vener- 
able gentleman. Both of us had attended com- 
mencements for thirty-six years. He attended 
the last thirty-six years of his life and I have 
been going for the first thirty-six. I recall but 
one thing that I have heard in these thirty- 
six years and since it seems to be the custom 
to give at least some bit of advice on these 
occasions I am going to pass on to you the 
one gem I remember from all my years of 
commencement endurance. The advice is quite 
trite, but has its anatomical side. I recall that 
this particular commencement speaker was a 
Methodist minister. His advice, therefore, 
has the added sanction of the church. He 
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closed his remarks with these words: “Ladies 
and gentlemen, now that you have finished 
your course of study and will have to face 
tomorrow the hard, cold world, throw away 
your wishbone, straighten up your backbone, 
and thrust out your jawbone.” 

Please let me assure you at once that the 
title of my remarks “The Physician in Social 
Whirl” is solely for purpose of program an- 
nouncement. | chose it from the title page of 
Walter Lippmann’s book, PREFACE TO 
MORALS, in which he quotes from Aris- 
tophanes, “\Whirl is King, having driven out 
Zeus.” 

Whirl, may be thought of as the condition 
of the world today, and Zeus, in the quotation, 
represents the tried, the true, the old—in short, 
all that man desires when he looks back to 
glory. Often, I think, we see this so-called 
comfortable past through rose-colored glasses. 
Change is not a new thing, but the dizzy 
rapidity with which change impinges upon us 
today is a new thing. May I repeat this, change 
is now new, change is not the thing that drives 
out Zeus, but the rapidity of change is the 


thing that has enthroned Whirl today. 


We are not here tonight to consider Greek 
authors or modern philosophers, but to do 
honor to the Class of March, 1943. March is 
a momentous month. On March 16, 1935, 
Hitler denounced the Treaty of Versailles. On 
March 7, 1936, he reoccupied the Rhineland. 
On March 12, 1938, the Nazis took over 
Austria. On March 15, 1939, Checho-Slovakia 
was invaded by the Prussians. In March, 1940, 
final preparations were made to invade Nor- 
way and Denmark. In March, 1941, plans were 
made for the Balkan blitz. The titanic Russian 
and German struggles of the last two years 
reached their peaks in March, and in 
March, °43. There is deep significance in the 
name of the month in which you are graduated, 
M-a-r-c-h. The world is resounding to the feet 
of marching men, and in the desperate race 
against time and the Axis it is fitting that your 
program should be speeded so that you, too, 
may sooner march. But of all those who do 
battle today, yours is the high privilege of 
marching without hate for your fellow-man, 
the enemy, and of binding the wounds of friend 
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and foe without discrimination. When all 
others about you are crying, “Kill, Kill,” you 
can still reply softly, “Live, Live.” In a fren- 
zied world, your ministration is the one clear 
call to reduce Whirl and hasten the restora- 
tion of Zeus. 

It is a pleasure to have the privilege of 
bringing to you tonight sincere congratulations 
on behalf of all of those who have had a part 
in your education. The men who have been 
responsible for the medical side of your train- 
ing, | am sure, will permit all other teachers 
to share their pride in your achievement. 

The tangible evidence of your graduation 
is the degree which you will have conferred 
upon you tonight. All other parts of this pro- 
gram are superfluous. I suggested to Dr. Wil- 
son that in these momentous times if com- 
mencement speakers were still permitted at 
large, they should at least be rationed as to 
time. He graciously replied that speech was 
still one of the four freedoms, and so | take 
my brief departure from a self-imposed ration- 
ing to tell you that you are worth your weight 
in treasure. If it were possible to multiply 
many fold this group of doctors and nurses, 
no price would be too great for any state or 
nation to pay. 

I have been a neighbor of the Medical Col- 
lege community for more years than I care 
to recall. | remember when the College was 
located on Queen Street. Those were the days 
of blessed memory when medical students lived 
in Charleston homes for twenty-five dollars 
a month, room and board. During President 
Hoover’s administration, when prosperity was 
just around the corner, when there were two 
chickens in every pot, and we were being ad- 
monished not to sell America short, it in- 
terested me to hear medical students hold forth 
on what society owed them for entering and 
graduating from medical school. They spoke 
long and feelingly about their investment in 
their education, and looked forward to a nice 
little practice, a competent office nurse, a graci- 
ous wife, household and automobile expenses 
provided, and life insurance premiums paid. 
After these minor items were cared for by a 
grateful society, then, and then only did one 
begin to capitalize on one’s investment of time 
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and money. I am certain that student folklore 
has changed from the plenty of the twenties, 
but you will understand, I am confident, if I 
remind you of your deep indebtedness to three 
sources which have made possible your gradua- 
tion here tonight. What are these sources of 
your indebtedness? They are, I would say, first, 
the great company of physicians who laid the 
foundations of this college and those who main- 
tain today its enviable standards; second, pri- 
vate philanthrophy which has provided the 
means to increase its usefulness; and third, 
the State of South Carolina which maintains 
this institution for the welfare of its citizens. 
You are the instruments through which the 
State discharges its duty with respect to its 
citizen’s welfare. In accepting this training you 
have incurred a serious obligation to the sources 
1 mentioned which made possible this oppor- 
tunity. This indebtedness to society you will 
repay when you enter upon active practice. 

At all times, but more especially when Whirl 
is King, the physician’s dilemma is acute. His 
dilemma is acute, as I see it, for these reasons: 
because of the social concept of the physician ; 
because he is a professional man caught in the 
many contradictions of a profit-centered cul- 
ture; and because he believes that the shadow 
of state medicine is about to shake the founda- 
tions on which his profession is built. Let me 
expand, briefly, these three points. By social 
concept of the physician I mean a stereotype. 
A stereotype is society’s concept of the medi- 
cal man, or what we picture in our mind’s eye 
as the doctor’s role. These stereotypes range 
from the jolly family doctor who raced the 
stork in his horse and buggy and packed dog 
collars and horse shoes along with medical 
tools in his inevitable black bag, to the stern- 
faced cold-blooded scientist surrounded by test 
tubes and retorts in an imposing laboratory. 
This latter stereotype is a familiar of the cur- 
rent magazine — advertising section. The true 
picture lies somewhere between these extremes. 
But the difficulty for the physician in a profit- 
centered culture is a real one. Shall he be a 
money-maker, as the profit-centered culture 
demands, or shall he cast aside this urge and 
help to heal the sickness of an acquisitive 
society without thought of remuneration or 
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reward? Does he deserve a halo as a benefactor 
of mankind, or a horsewhip for being just 
another business man with something to sell? 

Between the extremes of the halo and horse- 
whip we find the real picture of the capable, 
hard-working doctor. And what are the con- 
siderations that require that he stay nearer to 
the halo? Tonight, after the degree of Doctor 
of Medicine or the title of Registered Nurse 
is conferred, you become a member of a pro- 
fession. What is implicit in that term, profes- 
sion? First, the possession of a technique and 
body of knowledge pertaining to the profes- 
sion; second, the obligation that you will apply 
technique and knowledge to the service of 
society; third, as long as the competence of 
the profession is recognized by society at large, 
all members of the profession |‘ave a common 
status, and interests are shared ‘-y all and may 
be injured by any one of you; and fourth, a 
code of ethics which governs and controls your 
actions. 

Purging professions from within is on the 
decline. Rarely does one read of a trial for 
heresy among the theologians and ministers. 
Seldom does one hear of a bar association 
disciplining a lawyer. Medical associations fol- 
low the commendable practice of keeping their 
family secrets. Professions must be eternally 
jealous of their standards and of the ethical 
conduct of their membership. Unless there is 
discipline from within, the state is encouraged 
to exercise less desirable controls from without. 

But it is unnecessary, | am sure, to remind 
you of your professional obligations and op- 
portunities. Your teachers have given you 
more than knowledge and technique. The 
undergraduate colleges are proud of the fine 
young men and young women we send here, 
but we wish your faculty would divulge the 
secret process by which they make you so con- 
fident of your knowledge. Why even the fresh- 
man medical student soon convinces the lay- 
man of his quiet competence. 

Your presence here tonight is testimony of 
your physical stamina in addition to evidence 
of your intellectual attainments. I often say 
facetiously to my sociology classes of premedi- 
cal students that a strange commentary on 
medical education is the observation that dur- 
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ing the four-year course the candidate is iso- 
lated from society and the work made so in- 
tense it appears designed to kill him by over- 
work, Or to put it differently, the future guard- 
ians of the health of society have to survive 
a most unhealthful four years. These four 
years may be thought of as a sojourn in a 
fusion of a hermitage and a monastery. 

But having survived the ordeal you will, 
after your internship, take your place in society. 
It is a different society from that which you 
left in 1939. How swiftly has it changed may 
be illustrated by an address made by a realistic 
Director of Admissions to college freshmen in 
1935, the year of your admission to your 
undergraduate college. He said to these fresh- 
men: “You have entered college. In four years 
your class song may be entitled, ‘WPA Here 
I come.’” In a few short years youth and col- 
lege graduates are again in great demand. The 
world has rediscovered youth. May it never 
again forget them as it did in the depression 
years. 


What of the future of the physician in this 


society? One of your concerns is the ever 
present threat implicit in the terms “state medi- 
cine” or “socialized medicine.” At least this 
was one worry that did not plague the horse 
and buggy doctor. The close rapport between 
the doctor as a citizen and his people may have 
been one reason why the older generations of 
physicians did not concern themselves about 
state medicine. Several factors have tended to 
increase the social distance between the physi- 
cian and the people. We have the folklore 
that advises the doctor to stay out of politics. 
Originally, politics meant factional politics, but 
gradually the physician has enlarged this to 
mean civic life. Yes, | know that occasionally 
a doctor joins the Rotary Club, but Rotary 
Clubs are no more a cross section of total civic 
life than are the rotating patients one sees in a 
free clinic. Increasing specialization has tended 
to impersonalize the patient-doctor relationship 
placing the emphasis on the disease rather than 
upon the patient as a person. The old doctor 
greeted his young colleague fresh from medi- 
cal school back in his home town, “And so you 
are going into general practice here in your 
home town, welcome, my boy, thrice welcome.” 
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“Oh, no,” replied the youngster, in some dis- 
dain, “I am going to specialize.” ““That’s fine,” 
said the grizzled warrior, “We need a good 
eye, ear, nose, and throat man in this com- 
munity.” “Not at all,” replied the youngster 
patronizingly, “I specialize on the nose.” The 
old man looked him over and shot out, “And 
which nostril will engage your undivided at- 
tention ?” 

In addition to these dilemmas of social dis- 
tance and specialization, the country doctor 
has had to become a city doctor. The growth 
of cities, a by-product of the industrial revolu- 
tion, encourages impersonalization. In 1800, 
about three per cent of the population of the 
United States lived in cities. Today it is nearer 
sixty per cent. Even the doctors crowd into 
cities, the bigger the city the better they seem 
to like it. In the city the medical practitioner 
is looked upon more and more as a doctor and 
less and less as a citizen. Following the lead of 
successful special interest groups, the medical 
associations attempt to ward off threats of 
state medicine by organizing counter measures 
exerted through committees. But if state medi- 
cine is a threat it will not be defeated by Dr. 
Morris Fishbein but it will be defeated by the 
average physician who convinces his patients 
and the public that he is still deserving of the 
halo accorded his profession. 

And so I say to you, — be a citizen. I might 
recall to you that in Roman days when the 
prevailing religious thought prevented the phy- 
sician from cadaver dissection he went into 
the arena and viewed the interior of the body 
of the wounded gladiator. This arena experi- 
ence was his freshman anatomy course. At 
that, however, he was there among the people. 
If you come to be an expert on the left nostril, 
forget not that you are also a social and politi- 
cal member of a community, and as such must 
do your own thinking and not delegate your 
civic responsibility to committees or to pres- 
sure groups. 

May I express the hope that upon the cancel- 
lation of your marching orders you men and 
women will return to South Carolina. South 
Carolina needs you desperately. We Ameri- 
cans are a peculiar people in one respect. We 
build finer institutions than any other people 
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in the world — Fayetteville, Arkansas, boasts 
that it has the most modern jail in the world; 
other communities lay claim to the finest hos- 
pitals — but these are institutions for the 
treatment of end results of social problems. 
We build commodious jails and efficient hos- 
pitals and promptly proceed to fill them with 
inmates. It is now time to turn more of our 
attention to the causes of these problems and 
lend more of our efforts to the eradication of 
social problems at the source. I venture to say 
that if you doctors would speak out with quiet 
competence from your knowledge of causes, 
and insist upon action as citizens, you would 
be surprised at the readiness with which an in- 
formed public would carry through enlighten- 
ed social programs. ‘To state one problem 
briefly, about one-tenth of the total South Caro- 
lina appropriation bill in 1942 ($1,200,000) 
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was spent for the support of the State Hos- 
pital. Yet South Carolina has no program, nor 
does it appropriate a single dollar for the pre- 
vention of mental disease. 

If you do not return to South Carolina, the 
nation and the world will need you just as 
desperately. If it were not almost sacrilege, I 
would say, “Look at all the patients being made 
for you daily, while Whirl is King.” Never 
before were so many patients being manu- 
factured on the assembly line of destruction. 
When war ceases the other three horsemen of 
the Apocalypse will still ride the Whirl. And 
so you go into a world at war with your quiet 
competence, devoid of hate, into a society arm- 
ed to the teeth, with the finest knowledge given 
to man — the knowledge that you are wanted 
—needed—desperately. I wish you Godspeed. 


Wanted: Horse and Buggy Doctors 
(From The News & Courier, Charleston) 


A study of the shortage of medical care in rural 
areas, a question increasingly vexing to legislators, 
has been authorized by the state senate on motion 
of Senator James E. Leppard, of Chesterfield, a 
leader in trying to improve the lot of the country- 
man. 

Even some of the more conservative members of 
the medical profession, who blanch at the mention 
of “socialized medicine,” concede that some form 
of subsidy is the only visible means of making the 
country practitioner’s life sufficiently attractive for 
doctors to embrace, and then probably only for the 
neophytes in the profession. Hospital facilities have 
become almost a prerequisite for modern medicine, 
and the arduous conditions of rural practice scare 
off graduates faced with the immediate problem of 
earning a living. 

Senator Leppard’s resolution calls for a joint 
committee of seven, two each to be appointed by 
the president of the senate, the speaker of the house 
and the president of the South Carolina Medical 
Association, and one by the governor. The com- 
mittee would attempt to determine the cause of the 
“acute shortage” of doctors and medical services in 
the state, and to recommend such measures as shall 
be necessary to secure adequate supply and distri- 
bution of physicians. 


The committee also is to ascertain whether the 
Medical College of the State of South Carolina 
should be enlarged and whether, in that connection, 
a medical school should be established at the Uni- 
versity of South Carolina; to determine the cost of 


a medical education at the medical college, and 
whether it is necessary or desirable that the state 
should subsidize the cost of medical and hospital 
services, or to provide, in whole or in part, public 
medical services. 


The resolution appropriates $1,000 for the study, 
and calls on the committee to report to the general 
assembly on or before January 1, 1944. 


The shortage of physicians has become much 
more acute on account of the war, and South Caro- 
lina has sent a high percentage of medical men into 
the armed services. A large proportion of these 
have come from rural areas, already inadequately 
served. 


One suggestion heard among medical men has 
been a subsidy for country doctors through the state 
health department. Like the demand for cheap elec- 
tricity through the rural cooperatives, the move- 
ment fot better medical service is an attempt to 
equalize living conditions for the farm population, 
whose relative standards have been forced steadily 
down by the growth of urban civilization in the 
United States. 
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A Word to the Graduates of the Medical 
College 1943 


Rosert Witson, M.D. 


I wish to say a few words to you of the 
graduating classes in the hope of impressing 
you with the significance of the ceremony 
through which your degrees and titles have been 
conferred, and to indicate the responsibilities 
you have thereby assumed. Your diplomas 
grant you a commission in the greatest army 
that has ever been marshalled, an army which 
for thousands of years has waged an unremit- 
ting war against the destructive forces which 
undermine the vitality of individuals and of 
nations. Armies have been defeated, nations 
have fallen because of the devastating effects 
of disease, and the armies of today have been 
able to carry on so splendidly because the medi- 
cal services are able to control disease and to 
restore to renewed activity those who are in- 
jured. In a very real sense the stability and 
security of our civilization may be said to de- 
pend upon the scientific leadership and humane 
practice of medicine; as a distinguished jurist 
has said, civilization has evolved around the 
physician. At the present moment we are in 
the midst of a war, or, as perhaps it might 
be better said, a social revolution of unparal- 
leled magnitude and extent, and unprecedented 
destructiveness. This war which has encircled 
the earth is not merely a struggle between 
nations for territory and power; it is a mighty 
struggle of opposing ideologies, of opposing 
concepts of human values, whose outcome will 
determine whether the nations of the world 
will be controlled by the ideals and the prac- 
tices which have developed in the free atmos- 
phere of our western civilization. It involves 
the survival of this civilization and all that 
term connotes, and not merely the continued 
existence and way of life of the American 
Republic, the British Empire or the Soviet 
Union, In a little while you may find your- 
selves in the forefront of the fight which will 
call for exhibition of courage and indifference 
to danger as well as knowledge of your art 
and skill in its technics. I am confident that 
you will measure up to the obligations and 


The Author: 
Dr. Wilson is Dean of The Medical College of 


The State of S. C. 


responsibilities which are implied by the degree 
of Doctor of Medicine and title of Graduate 
Nurse. Tonight you have been granted rights 
and privileges which are universally recognized. 
Wherever you may go you will find differences 
in customs, in religion, in laws, differences in 
political concepts but the science and art of 
your profession and the demands which will 
be made upon you are everywhere essentially 
the same. Medicine spexks a universal lang- 
uage; it is a universal art. Its purpose is the 
same wherever it is practiced. It is the one 
calling in which there is unity of aim and of 
practice, unity of ethical ideals. Medicine 
knows no social levels, no credal differences, 
no racial distinctions, no national boundary 
lines in cooperative scientific research or in 
dispensing its humanitarian art. Is it an idle 
hope that somehow medicine which has found 
for itself the true basis of unity may point the 
way toward unity of concord, and peace among 
nations? ‘The first personage in history, as 
Braisted calls him, whose lineaments can be 
seen, though dimly, as we peer through the 
mists which envelope the beginnings of civili- 
zation was a physician, and perhaps there is 
some significance in his name whose meaning 
is “he who cometh in peace”—Im-hotep the 
Egyptian. 

I wish to leave with you another thought. 
The solution of the many problems which will 
face us in the near future will require much 
more ou the part of all of us than knowledge 
of the technics of whatever our profession 
may be. | was deeply impressed to read the 
other day that the students of one of the great 
medical schools of our country had requested 
that a course of lectures be given them on the 
philosophy of Plato. I take it that the reason 
for this unusual desire was the realization that 
at this momentous period in world affairs clear 
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thinking demands a knowledge of what wise 
men in other ages have thought and how they 
have acted in times of social stress, for human 
nature never changes and men’s reactions are 
the same always. The demands of your pro- 
fession will be great and most exacting, but 
a few minutes snatched from the daily grind 
may well be filled with fruitful acquisition. 
We hear it said every day with more or less 
nostalgic yearning that the world will never 
be the same again. Undoubtedly this is true if 
we refer to institutions and social practices and 
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political forms but when we penetrate the 
surface | think we shall be impressed, as 
George Eliot was, by “the broad sameness of 
the human lot which never alters in the main 
headings of its history: hunger and labor, seed- 
time and harvest, love and death,” and as long 
as these things shall be, the science and art of 
medicine will continue to be a dynamic force 
as well as a beneficent humanizing influence in 
the world. As doctors and nurses it becomes 
your obligation to carry on the great tradition 
of our profession. 


Primary Atypical Pneumonia 


H. KELLEY 
CHARLEsTON, S. C. 


In recent years there has appeared in the 
literature an increasing number of reports up- 
on a newly recognized infectious disease syn- 
drome, variously called primary atypical pneu- 
monia, virus pneumonia, or either of several 
other different designations. Recently the Sur- 
geons General of the Army and Navy have 
agreed that for want of a better name, the 
disease complex shall be referred to presently 
as primary atypical pneumonia in the-r respec- 
tive services. I'rom the reports, it seems that 
the cases of this kind are becoming widely 
recognized, if not indeed more prevalent as 
time passes. Current interest in the subject 
would seem to warrant a brief review of the 
data from available reports and the presenta- 
tion of the pertinent data from records of 
cases with this symptomatology seen in local 
practice. 

Although the etiology is not as yet clearly 
established, primary atypical pneumonia appar- 
ently is not a single disease entity in the ordi- 
nary sense of the term. Pneumonia of this 
kind may be due to one of several viruses 
(among which are those of influenza, the psit- 
tacine group, etc.) or to rickettsia (Q fever). 
Moreover, in infections with these agents, there 
is reason to doubt that pulmonary lesions oc- 
cur uniformly, although there appears to be a 
distinct predilection to lung involvement. 

The pathological picture produced in the 
lungs by certain virus infections is well known. 
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Although few observations have been made on 
the recently reported cases of primary atypical 
pneumonia, the indications are that the pul- 
monary lesions are similar. There is a focal 
inflammatory process in the bronchiolar and 
surrounding alveolar walls, with some exuda- 
tion into the alveoli. The characteristic cell of 
the process is the mononuclear leukocyte. Cy- 
toplasmic inclusion bodies are to be found early 
in the epithelial cells. Macrophages make their 
appearance during the latter stages. The lesions 
tend to originate centrally and spread _peri- 
pherally in the lung. Small areas of atalectasis 
and emphysema develop frequently. 


Primary atypical pneumonia has been re- 
ported from all sections of the United States, 
from Honolulu, England and the continent of 
<urope. There are indications that it tends to 
occur in small sporadic outbreaks. Unlike lobar 
pneumonia, there is no characteristic seasonal 
incidence. 


The mode of transmission of the etiologic 
agents in primary atypical pneumonia is not 
clearly established. The relatively high inci- 
dence of family and intramural infections sug- 
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gest, however, that personal contact and drop- 
let transfer are of importance. From this it 
may also be inferred that individual resistance 
to infection with the causative agents is general- 
ly great so that in consequence the dose re- 
quired to infect is probably large. Although 
cases of all ages are reported, the majority 
have occurred in young adults. The sexes are 
attacked with equal frequency. 

The incubation period is unknown but symp- 
toms have been observed in certain cases with- 
in 7 to 14 days of recognized exposure. The 
usual symptomatology is exemplified in the 
unproved cases cited herein. The onset is more 
often rather gradual with irregularly rising 
fever, associated weakness and malaise. Chilli- 
ness may be noted but definite initial chills are 
unusual. The pulse is likely to be slow in re- 
lation to the temperature elevation. The breath- 
ing is commonly at the rate of 28 to 30 per 
minute. True dyspnoea with cyanosis may ac- 


company unusually extensive lung involvement. . 


A dry, hacking cough commonly develops 
shortly after the onset of fever. In more seri- 
ous cases, coughing may be attended by pain 
substernally or on the affected side. The physi- 
cal examination ordinarily reveals few if any 
signs over the lung fields. On or after the 
third day of fever, areas of fine crackling in- 
spiratory rales with or without impairment of 
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resonance may be detected over one or more 
lung lobes. More often perhaps X-ray exami- 
nation is necessary to demonstrate the presence 
and extent of the pulmonary infiltration. Other 
accessory clinical examinations show a normal 
blood picture or a moderate PMN _ leukocy- 
tosis. The sputum is usually scanty, of thin, 
mucoid and rarely tinged with 
blood. Blood cultures are uniformly sterile. 
The bacteriological flora is ordinarily normal. 
Although specific type pneumococci may be 
found, they are usually the varieties commonly 
found in the normal respiratory tract. The 
fever varies, remittently or intermittently from 
100° to 101°, or in unusual cases to as high 
as 104°. The febrile period commonly lasts 
from 3 to 7 days. Relapse is not infrequent and 
extension of the process in the lungs may pro- 
tract the course for 3 or more weeks. 


Table No. 1 


character, 


The chief points in the differential diagnosis 
between primary atypical and lobar pneumonias 
are shown in Table No. 1, which is self-ex- 
planatory. Since methods for etiological identi- 
fication of primary atypical pneumonia are 
not generally available, the recognition of this 
syndrome in practice is merely presumptive. 
The differentiation of these cases from those 
of pulmonary tuberculosis, typhoid, paraty- 


Table No. 1 
Differential Features Between Primary 
Atypical and Lobar Pneumonias 


Primary Atypical 

Onset: Gradual 

Chills: Infrequent 

Sputum: Scanty, mucoid, no virulent pneu- 
mococci 

Breathing: Slight hyperpnoea 

Cyanosis: Unusual 

Chest pain: Uncommon 

Pulse: Relatively slow 

Fever: Mild or moderate, remittent 

Leukocytes: Normal or rising w. b. c. with 
tendency to slight PMN increase 

Blood Culture: Always sterile 

Lung Lesion: Infiltration 

Course: Variable from 3 days to 3 or more 
weeks 


Lobar 

Acute prostration 

Initial chill as a rule 

Characteristically rusty, mucopurulent virulent 
pneumococci present 

Rapid, (35-45 per min.), shallow, dyspnoea 

Common 

Usual 

Rapid 

High, sustained 

Well marked PMN leukocytosis 


Often shows specific type pneumococci 
Consolidation 
Usually 5 to 10 days 
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phoid fevers and other acute infections in 
which lung lesions of the same kind may occur 
is a matter of elimination. 

The prognosis in primary atypical pneu- 
monia is almost uniformly good. In the re- 
ported cases, complications have been distinct- 
ly unusual and the mortality minimal. 

Therapy is essentially supportive and symp- 
tomatic. Due attention must be given to main- 
taining an adequate intake of fluids and salt 
during the febrile period. Sedation may be 
necessary for cough and malaise. As _ yet 
agents with a specific therapeutic effect have 
not been discovered. Sulfa drugs have not 
proved to be of value. 


Case Reports 


Case No. 1: A 34-year old housewife was 
seen 3 days after she developed a cold, with 
slight sorethroat. On the second day fever up 
to 101° and a mild dry cough began. Exami- 
nation showed a well-preserved young woman 
acutely but apparently not severely ill. Tempera- 
ture, 102°; pulse, 90; respiration, 26; blood 
pressure, 120/80. There was a mild coryza 
and some redness of the pharynx. The lungs 
were clear to examination. The remainder of 
the findings were normal. W. b. c. = 8,600 
with 72 percent PMN cells. The urine was 
normal. 

On the fourth day of the illness the fever 
remained 101-102°. The cough was annoying 
and productive of a small amount of clear 
phlegm. Physical signs of an infiltrative lesion 
appeared over a portion of the left lower lobe. 
A sample of sputum was found to contain 
Pneumococcus Type XXII upon direct typing. 

Under symptomatic care the condition of the 
patient remained unchanged until the sixth 
day of illness when physical signs of an area 
of infiltration developed over the upper lobe 
of the left lung anteriorly. X-ray examination 
confirmed the presence of the lesions in the 
lower and upper lobes on the left. The w. b. c. 
was then 11,200 with 70 percent PMN. The 
temperature declined by lysis to reach. normal 
on the ninth day of illness. The physical signs 
were cleared by the tenth day and convalesc- 
ence was uneventful. 

Case No. 2: A medical student of 22 years 
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complained that he had had a cold with mild 
dry cough and evening elevation of tempera- 
ture from 99° to 101° for one week. The 
symptoms had not been sufficiently severe to 
keep him from his classes. On physical exami- 
nation he was a robust young man who did not 
appear acutely ill. Temperature, 99.6°; pulse, 
92; respiration, 22; blood pressure, 120/89. 
The pharynx was red and there were signs of 
pulmonary infiltration over a small area at the 
right lung base. The w. b. c. was 10,500 with 
76 percent PMN cells. X-ray examination 
confirmed the presence of the pulmonary lesion. 
There was no sputum to examine. On symp- 
tomatic care in bed he had no further fever 
and rapidly recovered. On the fourteenth day 
from the onset, X-ray examination showed the 
lungs to be clear. 


Case No. 3: A 20-year old typist complained 
of fever of two days duration. She denied 
cough or other localizing symptoms. Physical 
examination showed a_ healthy appearing 
young woman. Temperature, 101°; pulse, 94; 
respiration, 22; blood pressure, 110/76. There 
were no distinctly abnormal findings. The 
w. b. c., was 6,500 with 68 percent PMN cells. 
The urine was normal. Blood culture was 
sterile. 


On the third day of illness, physical signs 
of pulmonary infiltration appeared in part of 
the right upper lobe. A dry, hacking cough be- 
gan at this time. On symptomatic care the 
fever had subsided by the sixth day. Conva- 
lescence was uneventful. X-ray examination 
showed the lungs to be clear on the sixteenth 
day of illness. 

Case No. 4: A 16-year old school girl had 
been ill with fever for 4 days. The onset was 
gradual without chill. On the fourth day a dry 
cough had developed. Physical examination re- 
vealed signs of a large area of dense infiltra- 
tion in the middle lobe of the left lung, without 
other noteworthy abnormalities. Temperature, 
102.9° ; pulse, 100; respiration, 30; blood pres- 
sure, 108/70. The w. b. c. was 12,200 with 
80 percent PMN cells. The sputum was found 
to contain Pneumococcus Type IV on Neufeld 
typing. Blood culture was sterile. 

Sulfadiazine therapy in full doses was be- 
gun in addition to the usual supportive and 
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symptomatic care for pneumonia. On the fifth, 
sixth and seventh days the blood sulfadiazine 
level reached 6.4, 7.8, and 8.05 mgms. percent 
respectively. There was no improvement. On 
the ninth day there was evidence of spread of 
the pneumonic lesion to involve a large part 
of the left lower lobe. There were signs of 
some clearing of the process in the right middle 
lobe at this time. The fever continued between 
102° and 104°; the respirations were from 25 
to 35 per minute. The leukocyte count varied 
between 14,000 and 16,500 with 75 to 80 per- 
cent PMN cells. The cough was productive of 


Tue JourRNAL oF THE SoutH CAROLINA MepicaL ASSOCIATION 


May, 1943 


mucoid sputum from which specific type pneu- 
mococci disappeared. Sulfadiazine was discon- 
tinued after 5 days use without evident benefit. 

On the twelfth day of illness physical signs 
of a fairly large area of consolidation appeared 
in the right upper lung lobe. The extent of the 
pulmonary lesions was confirmed by X-ray 
examination at this time. Under symptomatic 
care, the temperature began to decline by lysis 
on the eighteenth day of illness and reached 
normal on the twenty-first. Convalescence was 
tedious but the lung lesions were cleared by 
the thirty-first day from the onset. 


A Review of Recent Studies in the Epidemiol- 
ogy of Rheumatic Fever 


F. MACNAUGHTON BALL 
CuHareston, S. C. 
(Winner of Ravenel Award for Prize-winning 
Thesis, 1943) 


Introduction 


In 1895, in England, Newsholme made the follow- 
ing statement: “With our present imperfect infor- 
mation my attempt to describe the natural history of 
rheumatic fever is not unlike that of the paleonto- 
logist who from a few fragments of bones attempts 
to build up the skeleton of an icthyosaurus.” It is 
the purpose of this paper to present a brief review 
of the fragments that go to make up a part of the 
skeleton of rheumatic fever—the epidemiology. This 
paper, of course, does not attempt to bring forward 
any new ideas but merely reviews the studies and 
theories put forward by some of the great students 
of the disease of the past few decades. 


In the South rheumatic fever for years has been 
considered an uncommon disease. It is not one of 
our great public health problems. However, the 
great prevalence of rheumatic fever in the United 
States as a whole, the growing interest in the disease 
by public health officials everywhere, the fact that 
rheumatic fever probably has a higher incidence in 
the South than was formerly recognized, the in- 
fluence of climate on the incidence of the disease, 
and a personal interest in heart disease have been 
the important factors which prompted me to review 
the epidemiology of rheumatic fever. It is of im- 
portance for the South to know of rheumatic fever 
because it is here that the great sanatoria for the 
care of rheumatic subjects will probably be located 
in the near future. 

Public Health has done relatively little to aid the 
sufferers of rheumatic fever up to the present time 
and this is due to our ignorance of the true nature 
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of the disease. The obscure etiology of the process, 
the lack of specific tests in the diagnosis ‘of early 
rheumatic fever, the present lack of knowledge of 
methods of preventing the disease, and the fact that 
rheumatic fever has not proved to be an acutely 
contagious disease are all responsible for the present 
situation. “Slow but sure,” rheumatic fever is not 
a dramatic disease and does not shock the popula- 
tion with sweeping epidemics or obviously crippling 
effects. It is an insidious and chronic process. The 
general public is not aware of its great prevalence, 
economic importance and hidden but permanently 
crippling effects. 

Paul has pointed out that rheumatic fever stands 
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today as did tuberculosis in its pre-bacteriological 
days. The specific cause is unknown but studies of 
the contributing and predisposing factors will throw 
light on the nature of the disease and give some in- 
dication of what steps may be taken to combat it. 


Summary of the Etiological Hypotheses 


At present the specific etiological agent responsible 
for the rheumatic state is unknown. A great many 
men are attempting to solve this puzzle and reports 
each year seem to be a little nearer the goal. A 
brief summary of the theories of etiology presented 
in the past few years is not out of order in the dis- 
cussion of the epidemiology of rheumatic fever. 

Apparently there are two main stems of research 
being carried out today. One follows the theory that 
a specific or non-specific streptococcus either direct- 
ly or indirectly produces the pathology of rheumatic 
fever; the other attempts to pin the responsibility on 
a specific virus. The majority of investigators be- 
lieve that rheumatic fever is an infection whose 
portal of entry is the nasopharynx. 

No one has yet been able to agree that any one 
streptococcus is the bacterium of rheumatic fever; 
some believe that any streptococcus may be re- 
sponsible. Streptococcus viridans, an hemolytic strep- 
tococcus, streptococcus cardioarthritidis, beta-hemo- 
lytic streptococcus have all been indicated at one 
time or another as the specific agent, either on the 
basis of “focal infection” or generalized bacteremia. 

It has been suggested that the pathology of rheu- 
matic fever represents an allergic response to a 
specific or non-specific streptococcus to which the 
individual was previously sensitized by tonsillitis 
or other respiratory infection. Swift uses the term 
“bacterial allergy” in reference to this mechanism. 
Significant skin reactions to mixed streptococci 
known to infect the upper respiratory tract have lent 
support to this theory. This theory very nicely ac 
counts for the appearance of rheumatic fever after 
common upper respiratory infections, scarlet fever 
and other acute infections and can also help explain 
the majority of waves of recurrences of rheumatism 
seen in families, army camps and schools. Jones 
points out that tonsillectomy, broken bones, tooth 
extractions and typhoid vaccine intravenous “non- 
specific protein” injections have all apparently been 
the inciting agent in rheumatic reactivation. Jones 
and White reported four cases that had recurrences 
following severe sunburn while spending the winter 
at Miami. One of these cases was fatal. 

The school of thought which supports the virus 
etiology of rheumatic fever seems to be losing 
ground at present. Elementary bodies have been 


found in the exudates of rheumatic subjects which 
were agglutinated only by serum of patients with 
active rheumatic fever. The backers of the virus 
theory account for the chronicity of rheumatic fever 
on the theory that a virus remains fixed in the tis- 
sues of its host. 
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It appears that we shall have to await further in- 
vestigation and confirmation before we may say that 
the puzzle of the etiology of rheumatic fever is 
solved. In the meantime intensive study of the en- 
vironment in which this unknown agent flourishes 
will undoubtedly turn up facts important to the 
prevention of the disease as well as to the extension 
of our knowledge of the nature of the disease. 


General Prevalence 


Rheumatic fever is recognized as one of our most 
prevalent diseases. Although rheumatic fever is a 
reportable disease only in Scandinavia and a few 
small communities, surveys of the disease have been 
made through studies of hospital admissions, mor- 
tality rates, and school populations throughout the 
world. It is estimated that between three and seven 
per cent of hospital admissions in certain parts of 
the world are for rheumatic fever. In this country 
it is estimated that patients with the various forms 
of rheumatic disease represent about 2.5 per cent 
of the total number of patients admitted to medical 
wards of general hospitals. Paul figures that there 
are about 840,000 cases of active and inactive rheu- 
matic fever in 100,000,000 population in the United 
States. Swift and Atwater estimated that there are 
about 170,000 cases of rheumatic fever per year in 
the United States per 110,000,000 population. Swift 
recently stated that about 460,000 persons in the 
United States are affected by rheumatic heart disease. 
In the poorer Thames-side section of London it is 
estimated that 15 per cent of children over three 
years of age attending two hospitals there attend 
for rheumatism. Cahan found about 1 per cent of 
350,000 school children in Philadelphia have some 
form of heart disease and results of a number of 
surveys of school children in this country show that 
between 80 and 90 per cent of heart disease of ‘this 
age group is rheumatic. In surveys of college stu- 
dents Cuybendall reported an incidence of rheumatic 
heart disease of 1.2 per cent in 1941 and Hedley re- 
ported an incidence of 11.6 per 1,000 in 1938. 

Mortality rates of rheumatic fever emphasize its 
importance and prevalence. In Great Britian rheu- 
matic fever causes 5.4 per cent of all deaths be- 
tween the ages of 10 and 15 years. In New York 
City between 1933 and 1936 Wilson states that mor- 
tality from heart disease exceeded that from all 
other causes of death among girls 5 to 14 years of 
age and was exceeded in boys only by that of acci- 
dents. In a comprehensive study of the mortality 
due to rheumatic heart disease in Philadelphia, Hed- 
ley assessed the mortality rate at 17.6 per 1,000 for 
a single year (1936); this figure was exceeded as a 
cause of death only by tuberculosis, lobar pneumonia 
and syphilis. In that year in Philadelphia rheumatic 
heart diseasé caused more deaths under 20 years of 
age than whooping cough, measles, meningococcus 
meningitis, diphtheria, scarlet fever and anterior 
poliomyelitis combined. Hedley observes that rheu- 
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matic heart disease ranks as one of the major health 
problems from the standpoints of total mortality 
and age at death.” 


Geography, Climate and Season 


Rheumatic fever is endemic throughout the world. 
It has been known for years, however, that it is 
particularly prevalent in urban communities in the 
temperate zones. It is believed to be rare in the 
tropics. Cold weather with frequent fluctuations in 
temperature combined with dampness are said to be 
particularly predisposing to rheumatic fever. 

In this hemisphere studies of school children, hos- 
pital admission rates and autopsy findings tend to 
confirm these conclusions. Seegal and Seegal in 
studying the annual incidence of rheumatic fever in 
hospitals in the United States, its possessions and 
Canada concluded that rheumatic fever is less pre- 
valent in latitudes nearer the equator on this con- 
tinent. Rheumatic fever has been shown to be less 
prevalent and often less severe in our Southern 
States. Recurrences of rheumatic fever and rheu- 
matic heart disease are less frequent in the South. 
In a study of school children in Miami, it was found 
that the incidence of rheumatic heart disease is one 
third as frequent in those born in Miami as in those 
who had moved to Miami from the North. The 
admission rate for rheumatic fever in Miami is one 
tenth of that in Boston. 

In 1937 Jones and White moved 26 patients with 
rheumatic fever from Boston to Miami during the 
winter and of these 16 became quiescent, 6 improved, 
one was worse, and two died. It was concluded that 
the climate of southern Florida protected to some 
extent patients with rheumatic fever but that this 
was not invariable. In a discussion of this report 
Holbrook reported that 50 children were moved to 
southern Arizona with only one recurrence. 

A very interesting survey of American Indian 
school children was carried out in the West by Paul 
and Dixon and was reported in 1937. It was pointed 
out that Indians of different areas presented little 
difference in environment other than that of climate 
and geography; their food, housing, race and eco- 
nomic status were about the same. In the cold dry 
climate of Wyoming and Montana these investigators 
found the prevalence of rheumatic heart disease to 
be about 10 times that found in the warm dry cli- 
mate of Arizona. 

A great many men in recent years in the South 
have hastened to caution their contemporaries that 
rheumatic fever and rheumatic heart disease are 
commoner in the South than is generally realized. 
Lake points out that the autopsy percentage at 
Charity Hospital in New Orleans for 1939 was 87 
per 1,000—four times the rate quoted by Nichol. He 
also emphasizes the fact that Hedley found 9.3 cases 
per 1,000 students in a partially completed survey of 
southern colleges as compared to 6.03 cases per 1,000 
in a survey of northern colleges. Lake says, “We 
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have said there is no rheumatic fever in the South, 
therefore we look for none. As a result we are 
closing our minds and eyes ... to the many minor 
patterns and subclinical cases presenting themselves 
to us in our practice.” McClean reported an admis- 
sion rate for rheumatic fever at the Children’s Hos- 
pital in Birmingham, Alabama, of 1.8 per cent, a 
greater percentage than the 1.56 per cent reported 
by Hedley for children’s hospitals in Philadelphia. 
In comparing his figures with those of Wilson in 
New York, McClean found that cardiac involve- 
ment without other signs of rheumatic fever is more 
common in the South than is usually appreciated 
and is in the South a disease primarily of the heart. 

As is evident from the foregoing discussion the 
geography of rheumatic fever is secondary to the 
climatic and seasonal factors affecting the disease. 
This is borne out by a study of the seasonal inci- 
dence of rheumatic fever in those areas where it is 
most prevalent. Late fall, winter and early spring 
are the seasons for rheumatic fever, cold weather and 
dampness predispose to the disease. Thomas Syden- 
ham (1635-1689) observed in England, “This disease 
happens at anytime but especially in the autumn,” 
and autumn is still the season for rheumatic fever 
in Great Britian. In New York January to April are 
said to be the best months for rheumatic fever and 
April is the month of greatest incidence. This has 
been pretty generally supported throughout the 
country. 

Dampness has been suspected as an epidemiologi- 
cal factor by many investigators and was recently 
emphasized in a study of seventy rheumatic families 
by Rosenbloom who found that dampness was the 
only “home condition” that could be correlated with 
rheumatic fever. In Iowa acute cases were said by 
Rathe to be uncommon during a drought and when 
severe cold weather did not occur for two winters. 
The following year a normal wet cold winter was 
accompanied by an increase in acute rheumatic fever. 

The increased incidence of upper respiratory in- 
fection during the wet winter months may be re- 
sponsible for the winter rise in rheumatic fever 
incidence. Atwater pointed out in 1927 that certain 
years proved good years for streptococcal infections 
as well as for rheumatic fever. The same epidemio- 
logical factors seem to be associated in the two in- 
fections. Paul’s records at New Haven, point out 
the same relationship. 


Economic Factors and Living Conditions 


Rheumatic fever is more common among the 
poorer classes of urban and industrial populations. 
This conclusion is supported by repeated surveys in 
England and in this country. It is thought by most 
investigators to be probably due to malnutrition, 
unhealthy, crowded damp living quarters and lower- 
ed resistance to upper respiratory infections. 

Glover reports from England that the incidence 
of rheumatic fever increases with poverty, malnutri- 
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tion, overcrowding and bad housing. Morris and 
Titmuss believe that poverty is especially important 
in the epidemiology of the disease in England and 
found in 1941 higher rates in poverty stricken rural 
areas as well as in urban districts. 

In America it is stated that in cities of 100,000 
and over mortality rates are significantly higher than 
those from the geographical sections in which the 
cities are located. It was noted that in Philadelphia 
the incidence of rheumatic heart disease was greater 
in the poverty stricken sections of the city and that 
the ratio of ward to private admissions was 15 to 1. 

In a study in 1934 of the social incidence of rheu- 
matic heart disease in New Haven school children, 
it was found that the incidence was one and a half 
times higher in a public school in the poorest section 
of the city than in a public school in one of the bet- 
ter districts and eight times as high as that found 
among pupils from private schools who came from 
the best districts in the city. In this same survey 
Paul found that the average incidence in students 
attending the urban public schools was about twice 
that recorded among pupils who attended suburban 
or rural schools. 

Wilson, on the other hand, in a study of families 
of children attending the Cardiac Clinic of the New 
York Nursery and Child’s Hospital in 1926 found 
that the majority of children came from moderately 
well-to-do homes of the industrial laboring class of 
the city, although the percentage of risk of attack of 
rheumatic fever was significantly higher in those 
families whose parents were living under the most 
unfavorable conditions. This is in accord with the 
observations of some students of the disease in 
England who find the prevalence of the disease 
greatest among the “artisan”—skilled laborer—class. 

It is fair to assume that poverty and its accom- 
panying poor nutrition, crowded unhealthy living 
conditions, lowered resistance and increased exposure 
will accelerate the spread of acute infections in 
general and therefore is bound to increase the in- 
cidence of rheumatic fever whether this disease be 
due to a primary etiological agent or to the secondary 
effects of streptococcal infections. 


Age of Onset 


Acute rheumatic fever is a disease of childhood. 
Reports of intrauterine rheumatic fever have been 
made. The disease occurs occasionally in children 
under two years of age. Wilson reports an autopsy 
on a child 15 months old. The disease is uncommon 
before the age of 4 or 5. The average age of on- 
set is said to be about 6 years. The average age of 
onset in New York was estimated to be 6.8 + 0.10 
years, and about one year later for girls than for 
boys. Hedley, in Philadelphia, found that the highest 
number of onsets occurred between the ages of 5 
and 9 years. Gauld and Read report an age of onset 
that fell most frequently between the ages of 5 
and 14 and 25 to 34 years. In a study of the age 
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susceptibility to familial infection Paul found the 
onset largely distributed between 5 and 12 years of 
age reaching a peak at about 7 years of age. 

Initial attacks of rheumatic fever in adults is rare. 
In 2,539 first attacks recorded in Philadelphia hos- 
pitals only 2.7 per cent occurred in individuals over 
40 years of age. A greater percentage of attacks in 
adults between 20 and 30 years of age occurred in 
negroes and it was supposed that this was possibly 
due to the large negro migration from the South 
where the disease was less prevalent. Boas observed 
initial attacks in adults who had moved to New 
York from Puerto Rico. 

Recurrences of the disease are less severe and less 
frequent among aduits than among children. 


Sex, Race and Physical Characteristics 


There has been a slightly higher incidence of rheu- 
matic fever in girls than in boys reported in most 
surveys of the disease. Hedley reported a slightly 
higher percentage for girls in his series of cases of 
rheumatic heart disease in Philadelphia hospitals. 
Cuybendall found a sex ratio in heart disease of 3 
to 1 in favor of females among university students. 
It was reported in England that in 250 cases three 
girls were affected for every two boys. Girls are 
far more frequently affected by chorea than are 
boys. No satisfactory explanation for this sex inci- 
dence has been advanced. 

There appears to be little evidence that any par- 
ticular race or physical type is more susceptible to 
rheumatic fever than any other with only one ex- 
ception. The negro has a higher death rate from 
heart disease among young individuals than does 
the white population in either the South or the North 
in this country. Paul believes this to be due to a 
lower resistance to the effects of rheumatic fever 
than to a greater ability to acquire the disease. 

Although many attempts have been made to prove 
that individuals possessing one set of physical 
characteristics of another are particularly liable to 
attacks of rheumatic fever no agreement as to the 
susceptible type has been reached. Various reports 
have stated that red-haired freckled children or fair- 
haired children are more susceptible but there is no 
evidence that any one physical type is predisposed to 
onsets of rheumatic fever. 

Sex, race and physical characteristics are apparent- 
ly factors of lesser importance in the spread of 
rheumatic fever. 


Communicability 


A great many observations on the communicability 
of rheumatic fever have been reported but no proof 
of the contagiousness of rheumatism has as yet been 
accepted or is likely to be until the etiology of the 
disease is uricovered. Newsholme, in his report, “The 
Natural History of Rheumatic Fever,” in 1895, made 
the observation that the incidence of the disease 
varied from year to year and stated that in some 
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years rheumatic fever was so prevalent throughout 
Europe and America that epidemics or even pan- 
demics might be said to exist. 

In 1927 Boas and Schwartz concluded that rheu- 
matic fever quite possibly is spread by contact in- 
fection and called attention to two ward epidemics 
that they had seen in February and November of 
the same year. In the first 5 children and in the 
second 6 children were almost simultaneously seized 
by chronic acute rheumatic cardiac flare-ups fol- 
lowing waves of pneumonia or tonsillitis. They point- 
ed out, also, that Grenet in World War I had noted 
that rheumatic fever was confined to certain regi- 
ments and that when these troops were sent to other 
sectors new cases occurred in the next contacts; the 
fresh regiment that occupied the abandoned quarters 
did not develop any cases of rheumatism. 

Glover, in 1930, reported an epidemic of acute 
rheumatism which occurred in certain dormitories 
of the Royal Air Force in which 2,441 boys between 
the ages of 16 and 18 years were housed. During an 
epidemic of tonsillitis 41 out of 427 cases admitted 
to the hospital developed acute rheumatism with 17 
cases showing signs of rheumatic carditis. He con- 
cludes that “acute rheumatism has been spread by 
droplet infection and its incidence was directly cor- 
related with overcrowding.” 

In recent studies of the familial incidence of rheu- 
matic fever by Paul, Wilson, Gauld and Read, Rosen- 
bloom and others, all observe that simultaneous at- 
tacks of rheumatism is about doubled in susceptible 
patients following association with an acute episode 
in another individual. Heredity plays a very im- 
portant part in the familial incidence of rheumatism 
but the importance of contagion cannot be overlooked 
when an observation such as this is considered. 

Whether the apparent contact spread of rheumatic 
fever is in reality a spread of a specific virus for 
rheumatism, or a secondary result of the spread of 
respiratory infection, it may be said that in its 
epidemiology rheumatic fever resembles many _ in- 
fectious diseases. Proof of the contagion of rheu- 
matic fever awaits the discovery of the exact etiology 
of the disease. 


Heredity and Family Incidence 


The suspicion that rheumatic fever was trans- 
mitted through certain susceptible families is an 
old one. Cheadle in 1888 noted this fact. The studies 
of families of known rheumatic patients is one of 
the most recent advances in the search for epidemi- 
ological and etiological factors associated with rheu- 
matism and it appears that it will be one of the most 
profitable. Therefore a review of these studies must 
certainly be included. 

The first studies in familial epidemiology were 
carried out primarily with an eye to confirming the 
suspicion that a tendency to contract rheumatic 
fever was heredity, but it was soon found that study 
of the “family group” would turn up much new in- 
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formation associated with the spread of rheumatic 
fever, such as has been reviewed already, and would 
provide an opening for possible preventive measures. 

In 1922 St. Lawrence investigated the families of 
a large number of rheumatic patients and concluded 
that about 10 per cent of persons in these families 
exposed to active cases would develop acute rheu- 
matic fever—a percentage greatly in excess of that 
for the general population. He also noted that if 
one member of an affected family showed evidence 
of the disease there was one chance in two that 
another individual in the same family would be 
found to have rheumatic fever. He traced rheumatic 
fever for three generations in some families and 
observed that the family incidence of the disease 
was greater than it was for tuberculosis. 

Faulkner and White, in 1924, concluded that fami- 
lies of rheumatic patients were more than twice as 
apt to have another member with a rheumatic afflic- 
tion than were the families of non-rheumatic per- 
sons and pointed out that the factors which might 
explain the familial incidence of the disease were 
heredity, environment and direct contagion. 

Campbell and Warner in 1930 confirmed these 
findings in London in a study of 250 cases of rheu- 
matic fever when they found that 58 per cent of 
rheumatic patients gave a history of familial inci- 
dence compared with 23.5 per cent of non-rheumatic 
patients. They cited an instance in: which all four 
children of one family were affected. 

Paul and Salinger, in 1931, observed simultaneous 
outbursts of rheumatic activity in members of the 
same family and stated that new cases may appear 
when waves of recurrent activity sweep through 
other members of a family. 

In a study of 500 families in Toronto and St. 
Louis, Irvine-Jones concluded that one third of his 
families showed multiple cases, that the chances were 
doubled of finding another member of the family 
affected, that simultaneous attacks were frequent. 
In this paper heredity was suggested when it was 
found that distant relatives of rheumatic patients 
were more commonly affected by the disease than 
distant relatives of non-rheumatic patients, that both 
members of two pairs of identical twins were af- 
fected simultaneously, that it was commoner in 
families in which the father was affected and that 
the girls of these families were more susceptible 
than girls of other rheumatic families. Contagion 
was said to be secondary to familial characteristics 
in this study. 

Read, Ciocco and Taussig studied the various 
relatives of 33 rheumatic and 33 control patients. 
They pointed out that aunts, uncles, and grand- 
parents of the patients ordinarily do not share the 
same environment as the patient’s immediate family 
so that contagion would seem secondary to an in- 
herited tendency. 

Gauld, Ciocco and Read, in 1939, observed that 
the percentage of persons with a rheumatic history 
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in one or both parents was greater than in persons 
neither of whose parents was rheumatic. Twice as 
many female offspring of rheumatic mothers were 
found to be affected than male offspring of rheu- 
matic mothers and maternal aunts and uncles had a 
higher percentage infection than paternal aunts and 
uncles. They could not exclude contagion as a 
factor but concluded that heredity plays a big part 
in the familial incidence of the disease. 

Gauld and Read, in 1940, reported the attack rate 
in families studied was greater by twice after an 
association with an acute episode of rheumatic fever 
and that it was higher among children of rheumatic 
parents both before and after such an association. 

Wilson studied 112 families along with Schweitzer 
and Wheeler in New York and concluded in her 
book, in 1940, that environment and contagion were 
secondary to heredity in the spread of rheumatic 
fever in certain families. Although contagion as a 
factor could not be excluded in this study she does 
not believe the presence of a rheumatic parent or 
child is a hazard in itself to members of a family 
unless the family possesses hereditary susceptibility. 
She obtained “evidence of a_ specific Mendelian 
mechanism of transmission—a single autosomal re- 
cessive gene”—and worked out a system of predic- 
tion of susceptible siblings in rheumatic families. 
Wilson sums up her observations: “It may be said 
on the basis of the genetic analysis that hereditary 
susceptibility underlies the familial incidence of the 
disease, although it probably is not the sole condi- 
tion essential for its development.” 

It is obvious that heredity may be the necessary 
factor but cannot be the only factor concerned in 
the spread of rheumatic fever in certain families. 
Poor living conditions, and even contagion, per- 
haps, must play their part in raising the incidence 
of the disease in any family group in close daily 
association affected by the same environment. 


Conclusion 


Rheumatic fever is relatively uncommon in the 
South but is apt to be considered a rarity by many 
Southern practitioners and therefore is likely often 
to go undiagnosed in its early stages. Study by in- 
vestigators in the South make it appear that Southern 
rheumatic fever is a disease which primarily affects 
the heart and more frequently fails to give easily 
picked-up signs of joint involyment such as are 
seen in the North. 

Whatever the reason for this low incidence of 
rheumatic fever in the South, be it warm climate, 
long summers, short winters, increased sunlight, less 
virulent streptococci or a combination of these 
factors, some part of the South may well be the 
locale of rheumatic sanatoria and the region where 
most new anti-rheumatic measures are carried out 
on affected individuals when the day of public health 
control of this disease arrives. 

Migration of rheumatic individuals to the South 
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is not an invariably beneficial therapeutic measure. 
Especially is this so if their activities are not proper- 
ly supervised by competent medical advisers. 

At least 50 per cent of our population in the 
South, the negro, appears to be more susceptible to 
the ravages of rheumatic fever than any other 
racial group once the disease is acquired. The social 
and economic status of the negro, especially the 
negro of our cities, is predisposing to the spread of 
rheumatic fever. Surely if overcrowding and poor 
nutrition influence the spread of the disease it is 
a blessing that the negro of our Southern cities is 
graced with sunshine and short winters. 

The study of the familial spread of rheumatic 
fever is the most promising advance made in recent 
years from the point of view of public health con- 
trol of the disease. It has been stated that this step 
forward may well prove to be the “opening wedge” 
in the drive toward control of rheumatic fever. 
Surely, once a member of a family has been found to 
be rheumatic, it now behooves the family physician 
and the public health officer to trace the history of 
rheumatic manifestations in the rest of the family 
and even to examine the other members of the 
family for possible carditis. 

Rheumatic fever must be made a reportable disease 
throughout this country and heart disease as a cause 
of death should be classified according to etiology 
wherever possible when reported. These two steps 
are obviously necessary to further proper estimation 
of the true prevalence of the disease in the United 
States. A general acceptance of a method of a classi- 
fication of heart disease such as has been prepared 
by the New York Heart Association is an advance in 
the satisfactory study of rheumatic fever which is 
gradually taking effect in this country. 


Summary 


1. The general prevalence and high mortality rate 
of rheumatic fever are pointed out. 


2. Theories of the etiology of rheumatic fever are 
briefly presented. 

3. Studies of the effects of geography, climate and 
season on the incidence of rheumatic fever are pre- 
sented. It is shown that rheumatic fever in the 
United States is a disease primarily of the cold damp 


-North although it is by no means rare in the South, 


where it is especially apt to strike at the heart with- 
out evidence of early joint involvyment. 

4. Poverty, overcrowding, malnutrition and poor 
housing are shown to increase the incidence of rheu- 
matic fever and a review of studies concerning these 
factors is presented. 

5. Various estimations show that the average age 
of onset of rheumatic fever is at about 6 years. 

6. Studies in sex, race and physical characteristics 
as epidemiological factors are reviewed and show that 
(a) females are more commonly affected than males 
and (b) negroes are especially susceptible to the 
effects of the infection. 
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7. The disease cannot be proved to be non-con- 
tagious. Proof of communicability awaits discovery 
of etiology. 

8. Several studies of the familial incidence of the 
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disease are summarized and heredity as an epi- 
demiological factor in rheumatic fever is shown to 
be certain. 

9. Certain conclusions are reached. 


The following letter from one of our South 
Carolina physicians in North Africa is so in- 
teresting and informative that we are printing 
it in full. It was written on March 16. 


“We moved much nearer the zone of combat but 
we are still quite a distance from the fighting lines 
and our function at the moment is that of a general 
or convalescent hospital. We are about half filled 
to our normal capacity now and new admissions are 
filing in fairly rapidly. We are quite close to several 
large airports and casualties may be flown back to 
us if the number is such that the units farther up 
cannot take care of all of them. Such has not been 
the case so far. 


“I am back on the surgical service and have a pre- 
operative ward. Our non-battle casualties consist of 
those things that you would expect, i. e. fractures, 
sprains—principally back, hernias, hemorrhoids, 
varicose veins, appendicitis, burns, and on the medi- 
cal service psychiatric problems, upper respiratory 
diseases, skin diseases, and venereal diseases. The 
latter, thank goodness, has not been very great here 
but at one time during our last tenure we had 350 
cases of all kinds, a majority of which were a carry 
over from England. 


“Our ward tents are arranged in groups of six, 
each containing twenty-two cots except one-half of 
one which is used as a supply tent for all of the six 
wards. Here the medicines, thermometers, bed pans, 
etc., are kept. At present the nurses are on eight 
hour duty and during the day one is on duty in 
each ward but at night two care for all six wards. 
There is also a ward man in each ward, day and 
night. He has to make up the cots, feed the pa- 
tients, run errands, care for the tent, keep the area 
policed, chase bed pans, etc. The nurse looks after 
the medications, nursing records, and keeps after 
the ward man and is responsible to the ward officer. 
The operating group consists now of four tents two 
of which are operating rooms, one for sterilization, 
and one for N and T and orthopedics. The operating 
tents each have two tables and except for being in 
tents look just like any other operating room in a 
first class hospital. In a push three tables can easily 
be accomodated in each but this makes it a little 
crowded. We had our biggest day yesterday when 
17 cases were done, but that is unusual so far. These 
surgeons are happy when they have a day like that. 
It seems rather strange to me to be doing dressings 
again and looking after post-operatives but I’m do- 
ing a lot of strange things these days. No, I haven't 
started operating yet and don’t expect to have to 


but one can never tell what the exigencies of the 
moment will necessitate. 

Our records here and elsewhere in the field medi- 
cal departments are not very much of a problem. 
If the registrar heard me say this he would promptly 
and on the spot call me a damned liar because he 
goes around every day tearing his hair over them. 
Each soldier’s record in the field hospitals consists 
of three parts: (1) An emergency medical tag which 
is filled out by the first man or unit that sees him. 
If he is wounded in the front lines he is picked up 
first by the company aid man and tagged. This tag 
is attached to him by wire and is always with him. 
A short note of when, where, and how is made on 
this and if morphine or tetanus toxoid was given or 
a tourniquet applied this is noted. When he reaches 
us we have a second form (2) which is called the 
Field Medical record which is a long strip of heavy 
paper folded in sections about the size of a pre- 
scription pad. On this we write a very brief history 
and physical and record consultations and definitive 
treatment. The army is particularly exacting in re- 
corded final diagnoses, whether the casualty occurred 
in battle, and if (the diagnoses) existed prior to 
enlistment or occurred in line of duty. If the latter 
is a debateable question a board of officers has to 
determine the patient’s status. Venereal diseases 
are not in line of duty; and all time lost with these 
must be made up and the soldier receives no pay for 
this lost time. Both the Emergency Medical tag and 
the Field Medical record are then put in a heavy 
packet and this constitutes the soldier’s record and 
follows him until he goes back to duty, and after 
that, eventually, through channels to Washington. 

We have set up this time in a big meadow which 
is a decided improvement over our last stop which 
during the rains turned out to be an endless sea of 
mud. At the present time we have 65 ward tents 
erected. Current for the operating room lights, X-ray, 
receiving tent and a few more is supplied by three 
1500 watt generators. We hope to tie on to a power 
line in the vicinity soon. We have no heat yet and 
the nights are bitterly cold. Since we have no 
lights for our tents, not even lanterns, nights are 
long and miserable. We had a few candles but 
there were consumed long ago. Writing the word 
miserable reminds me of our latest theme song which 
is sung to the old Cornell tune and is: 

On the shores of the Mediterranean 
There’s a place called hell, 

Where 400 miserable bastards 
Run hos-pi-tal. 

Our time off is very meager. We can’t even get 
passes to leave the area except every ten days. Then 
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there is no transportation so this amounts to almost 
a gesture. I need some sort of stove and light if 
such can be found. We have plenty of kerosene but 
nothing in which to burn it. I’d give plenty for an 
ordinary bathroom heater now. At least I could 
have warm water for shaving. It’s kind of tough 
when you have to break the crust of ice in your 
water pail to tend to your morning ablutions. We’re 
making out o. k. though. We have a small spring 
which supplies us with adequate water which is 
something new to us. We have to do our own 
laundry but this doesn’t impose much of a burden. 
We just don’t change clothes very often. Our leisure 
time is spent in reading, writing, house keeping, 
washing, and just gassing. It’s surprising how much 
time is consumed in domestic activities such as sun- 
ning beds—when there is sun—repairing tents, keep- 
ing them trenched, etc. We’ve had a lot of trouble 
during the wet weather with a fungus growth on 
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the tents which rots them out rapidly so each dry 
day we have to roll up all the sides and open the 
ends and let it sun and dry out. Spring equinox will 
soon be here and with that warmer weather, I hope. 
The trees are beginning to bud now. My nights are 
comfortable though because I have a good sleeping 
bag and an air mattress. I would part with every- 
thing I own here rather than those. Our reading 
material is very meager now. I found a copy of 
Anthony Adverse and have almost finished that. 
Have read Tolstoy’s War and Peace and a few 
novels such as Lust for Life and Random Harvest. 
Mystery and murder stories constitute the bulk of 
the available reading material and I care for neither. 
We got a few medical journals and current maga- 
zines for a while but for the past month we have had 
none. The last letter I had was written on February 
1lth—an awfully long time ago. A lot could have 
happened in that time and I’m anxious to hear from 
home.” 


by 
AERA SAKOS 


This column will probably just make the printers 
deadline. Your editor has been in such a whirl since 
the State Medical meeting that he is reminded of 
the infant who was born about ten days after his 
mother was married. Finding a few blisters on the 
bottom of his feet, the mid-wife in attendance made 
the remark that the blisters were probably the re- 
sult of the infant trying to get to the wedding. 

I believe that anyone who actively participated 
in the State meeting might easily have blisters — 
anywhere. Never has so much business and pleasure 
been transacted in one day. Anyone attending might 
recall the words of the Colored Mammy who stood 
at the bank window counting over and over the 
change she had received. Finally the teller, some- 
what impatient remarked, “Well, auntie, its all there, 
isn’t it?” She replied, “Yas suh, but it jes is.” So 
I believe that we took care of all the necessities 
of the Association, but we just did. 

We were all wondering about the impossibilities 
that might occur in our medical association, and 
here are a few. Dr. Lesesne Smith and his hair 
smoothed out; the Dean with his ruffled, or any- 
thing else ruffled about him, including his voice. 
Billy Smith denying that he lives in and loves Char- 
leston; Tom Pitts acknowledging the same. Dr. 
Boyd standing very quietly at the table and speak- 
ing in a toneless voice. Barney Heyward deep in 
his cups and very quietly ignoring everyone, while 


Jim Porter refuses to politic. Dr. McElvoy being 
caught without a good joke and Julian Price talk- 
ing about anything except the South Carolina Medi- 
cal Association and the Journal of the same name. 
Jim Fouche being caught at the Luncheon without 
a very pointed comeback to the various questions 
asked. Strother Pope refusing to have anything to 
do with the Alumni Association, and Dr. Wallace 
not working like the very dickens for organized 
medicine and our Medical Association. 

Frequently we hear some of our medical men 
complain of the unnecessary worries connected with 
the practice of medicine. There are many. Some- 
times it is our patients, sometimes our so-called 
friends and not rarely sometimes our medical as- 
sociates. The reasonable manner to understand this 
fact is to remember the ode: 

The Queen bee is a noble soul 

Who doesn’t believe in birth control ; 
And that is why one always sees 
So very many sons of bees. 

One of the prescribed treatments is outlined by 
the little boy who was asked the following by his 


‘teacher: “Tell me what is the most noted fur ani- 


mal?” His reply was “The skunk, because the more 
fur you get from him the better you are off!” How- 
ever, we might use the philosophy of Mandy when 
she said, “When Ah works, Ah works. When Ah 
sits, Ah sits loose. And when Ah starts worryin, 
Ah jes goes to sleep.” 

This column is not syndicated; will steal anything 
that resembles an amusing tale and will publish al- 
most anything it receives. Anyone wishing to sue 
this column will have to get in line and wait his 
turn. 
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NAME PRESENT ADDRESS 


Andrews, C. H. Roper Hospital, Charleston, S. C. 

Ball, F. M. Wisconsin General Hospital, Madison, Wisconsin. 

Black, S. C. Jackson Memorial Hospital, Miami, Fla. 

Bonner, J. C. Cincinnati General Hospital, Cincinnati, Ohio. 

Borop, N. A., Jr. Roper Hospital, Charleston, S. C. 

Bryson, J. Y. Roper Hospital, Charleston, S. C. 

Burnett, S. W.. Jr. Grady Hospital, Atlanta, Ga. 

Carpenter, C. F. Roper Hospital, Charleston, S. C. 

Cathcart, J. W. Columbia Hospital, Co'umbia, S. C. 

Conrad, C. D. Roper Hospital, Charleston, S. C. 

Davis, lL. M. Roper Hospital, Charleston, S. C. 

deWilton, EF. L. Tennessee Coal, Iron & Railroad Company Employees’ Hospital, 
Birmingham, Alabama. 

Edenfield, J. R., Jr. Roper Hospital, Charleston, S. C. 

Fellers, F. H. Columbia Hospital, Columbia, S. C. 

Fischer, Golda The Jewish Hospital, Cincinnati, Ohio. 

Fort, J. A., Jr. Columbia Hospital, Columbia, S. C. 

Guess, J. H. Greenville General Hospital, Greenville, S. C. 

Hall, W. H. Roper Hospital, Charleston, S. C. 

Harden, J. M. Roper Hospital, Charleston, S. C. 

Harrelson, M. C., Jr. Roper Hospital, Charleston, S. C. 

Harvin, J. R. Orange Memorial Hospital, Orange, N. J. 

Hassig, D. G. Charleston General Hospital, Charleston, W. Va. 

Herbert, K. H. University of Iowa Hospitals, lowa City, Iowa. 

Henderson, T. B. City Hospital, Mobile, Ala. 

Jensen, G. M. St. Vincent’s Hospital, Port’and, Oregon. 

Klauber, W. A. U. S. Naval Hospital. 

LaRoche, R. W. Columbia Hospital, Columbia, S. C. 

Leslie, W. T. Greenville General Hospital, Greenville, S. C. 

Lite, BD... Je. Columbia Hospital, Columbia, S. C. 

Logan, J. O. Providence Hospital, Detroit, Michigan. 

May, C. R., Jr. Marlboro General Hospital, Bennettsville, S. C. 

McAlhany, H. J. Roper Hospital, Charleston, S. C. 

Medlin, L. M. Roper Hospital, Charleston, S. C. 

Mims, C. W. Greenville General Hospital, Greenville, S. C. 

Mims, H. W. Columbia Hospital, Columbia, S$. C. 

Murrah, T. A., III Charlotte Memorial Hospital, Charlotte, N. C. 

Poliakoff, S. R. Grady Hospital, Atlanta, Ga. 

Prystowsky, Sidney Kings County Hospital, Brookiyn, N. Y. 

Rosser, R. G., Jr. Watts Hospital, Durham, N. C. 

Singletary, H. L. Greenville General Hospital, Greenville, S. C. 

Spann, C. L. Greenville General Hospital, Greenville, S. C. 

Stanfield, T. I. Roper Hospital, Charleston, S. C. 

Talbert, T. W. Columbia Hospital, Co:umbia, S. C. 

Fi, Jr. Greenville General Hospital, Greenville, S. C. 

Ward, F. B. Henry Ford Hospital, Detroit, Michigan. 

Wise, A. C. Columbia Hospital, Co:umbia, S. C. 

Woodruff, F. B. Greenville General Hospital, Greenville, S. C. 

Wyman, J. W. The McLeod Infirmary, Florence, S$. C. 
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TO SOUTH CAROLINA’S NEW DOCTORS 


On behalf of the South Carolina Medical 
Association I extend to you felicitations on the 
successful attainment of your goal and heartily 
welcome you to membership in what is believed 
to be the greatest of all professions. 


You come at a time of great need—a time 
when your country is in grave peril—when 
your services are in demand to fill at once the 
places made vacant by your recent predeces- 
sors in the hospitals and clinics throughout the 
land, who, more skilled than you, assume more 
hazardous undertakings. May you be spared 
military service. It is my fervent hope that you 
will be permitted to pursue, uninterrupted, 
your plans to gain wider experience and 
greater wisdom so that you, in the not far dis- 
tant future, will return to fill the ever widen- 
ing gaps in our ranks and to join with us in 
attempting to solve the many pressing problems 
that confront the medical profession. 

With the freshness, vigor, and enthusiasm 
of youth you will infuse in us a new spirit 
to carry on the great missions of medicine: 
healing the sick, preventing disease, and teach- 
ing the fundamentals of right living. 

I would urge you, when you are ready, to 
come to South Carolina. You will be warmly 
received and will be afforded a large opportuni- 
ty for successful service. 

William Atmar Smith 
President 


DEDICATION 


As noted on the cover, this issue of the 
Journal is dedicated to the recent graduates 
of our own Medical College. A list of these 
graduates will be found elsewhere in this issue. 


The graduation address, the remarks of the 
Dean, the prize winning thesis, and a paper 
by the Professor of Medicine are presented 
with the hope that they will remind these young 
physicians of the days which have just past 
and will stimulate them to better things ahead. 

A copy of this issue of the Journal is being 
sent to each of these graduates and the Editor 
will be glad to publish the comments which 
any have to make. 


HOUSE OF DELEGATES 


The House of Delegates held its annual ses- 


sion in Columbia on April 13th. Although the 


business session was largely limited to the 
hearing of reports and the transaction 2f 
routine matters, there was an underlying spirit 
of serious thinking with regard to the future 
which was invigorating. Those present seemed 
to realize that Medicine along with the rest 
of the world is in a state of change and that 
it behooves us, as leaders of organized medi- 
cine in this state, to be ready to direct the 
changes which might come and not to be 
forced into them. 
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COLUMBIA HOSPITALITY 


The proverbial Columbia hospitality was 
never more evident than during the recent meet- 
ing of the House of Delegates. Since this was 
a business session only, the Columbia Medical 
Society was under no obligation to serve as 
official hosts—but such a thought never entered 
the minds of its members. Under the leadership 
of their genial and hospitable President, Dr. 
“Billy” Boyd, the physicians of Columbia did 
everything possible to make the short stay of 
each Delegate as pleasant and profitable as 
possible. 

The Journal joins with the members of the 
House of Delegates in saying—Thank you. 


MEDICAL CARE 


The general problem of Medical Care in 
South Carolina is not one which can be solved 
by the expression of a few platitudes or the 
citing of a few statistics. It is a highly complex 
problem with many manifestations and rami- 
fications and involves everyone from the best 
trained physician to the newborn babe deliver- 
ed at the hands of a midwife, from the public 
health executive to the colored cook in a 
restaurant kitchen, from the well organized 
obstetrical unit in a hospital to the family who 
gain their support from charitable funds, from 
the acutely ill business man with special nurses 
in attendance to the tenant farmer ten miles 
from doctor or hospital, from the young 
mother who carefully prepares the food under 
physician's orders to the children whose main 
dish is grits. The problem, we repeat, is a 
highly complex one and is deserving of the 
best thought and planning available. 

The Journal, therefore, heartily endorses the 
study which is to be made (at the direction of 
the General Assembly) by a joint committee 
during the coming months. We believe that 
there is a crying need for just such a study 
and we hope that every effort will be made to 
see that the study is painstaking and complete. 
So long as the study will adhere to facts and 
not delve into the realms of wishful thinking 
and of theories which appear beautiful on 
paper but are not workable—we will continue 


May, 1943 


to give our endorsement. The facilities of the 
Journal for gathering information and_ the 
data which has already been accumulated in 
this office should be of distinct value in any 
study, and we will be glad to cooperate with 
the committee in any way possible. 


OUR NEW LEADERS 


As the House of Delegates adjourned on 
April 13th, a new year began for our Asso- 
ciation—and with the new year came new offi- 
cers. 

We hasten to congratulate Drs. Smith, 
Wallace, and McElroy who are now our new 
leaders. Upon them will fall the burden of 
leading their colleagues through trying days 
ahead. With complete faith in their ability, we 
beg for them the support of every member of 
our Association. 

We present a thumb-nail sketch of these men 
for the benefit of those of our readers who 
have not had the privilege of knowing them 
personally : 


PRESIDENT 
WILLIAM ATMAR SMITH 


Charleston 


Born in Summerville, 1886; Citadel (1906) and 
Medical College of State of S. C. (1910); Interned 
Roper Hospital; Post-graduate work, Trudeau 
School of Tuberculosis; Medical Corps U. S. Army 
(1916-19) ; Married (Elizabeth Gertrude Wright) 
1912, 3 children. 

Present position—Assistant Visiting Physician, 
Roper Hospital; Medical Director of Pinehaven 
Sanatorium; Associate Professor of Medicine at 
Medical College of State of S. C.; Internist. 


PRESIDENT-ELECT 
WILLIAM ROBERT WALLACE 


Chester 


Born in Chester Country, 1882; Presbyterian Col- 
lege (1903) and Medical College of Va. (1908); 
Interned at Memorial Hospital (Richmond) and 
Roper Hospital; Post-graduate work at N. Y. Poly- 
clinic; Married (Lucile Melton), 4 children: Pres- 
byterian; Vice-President Tri-State Medical Asso- 
ciation; Past-President Chester Rotary Club; Mem- 
ber Exec. Com. S. C. State Bd. of Health. 

Present position—General Practice, 
Pryor Hospital (Chester). 
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VICE-PRESIDENT 
ARTHUR PERRITT McELROY 


Union 


Born in Seneca, S. C. 1876; Citadel (1897) and 
Medical College of the State of S. C. (1907); In- 
terned at Roper Hospital; Post-graduate work 
Polyclinic Hospital (New York) and American 
Hospital (Chicago); Medical Corps U. S. Army 
(1918-19); Married (Lillian Jones), 3 children; 
Commissioner of Public Works (Union) ; Methodist. 

Present position—General Practice, Member of 
Staff Wallace Thomson Hospital, (Union). 


A TRIBUTE 


The greatest tributes do not come from 
the most gifted tongue but from the fullest 
heart. 

The following letter is just a great tribute 
and we are proud to honor our late col- 
league, Dr. B. R. Johnston of Estill, by 
printing it. It was written by a midwife and 
co-worker of ‘‘Dr. Birrdie.’’ 


Rtl B 447 Estill S. C. 
Jan the 7-1943 


To all the offercis of 
the State Board of Health 
and Hygiene. 

Deare Offercies while think of my work at the 
Prenatal Clinic on tomorrow a thought come to me 
what I am to do and how can I work tomorrow 
with out DR. Birddie Johnson M.D. or what will 
my famby do or what will become of our Expecting 
mothers as we have so manny each clinic day I have 
all ways Prepare the Patient on the table for D. R. 
Birdie to examine I am just wondering who will 
meet me there on tomorrow. Will they not be any 
one but Mrs. Carter and Mrs. Parker and my Self 
I am trusting that the Lord will provid for us 
another D. R. to full D. R. Birddies space can we 
get a nother D. R. just like him I wont to say no 
but I am afraid. 

D. R. Birddie Johnson was my fambly D. R. in 
my Fambly is the numver of 22 including myself 
my husbin my children and my grand children he 
D. R. us all when he was needed I have been working 
with him on Labor Cases every sence I attend the 
midwife clases in 1928 and Secure a midwife Certi- 
ficate if I can D. R. Birddie midnight 2 oclock 3 
orclock he would come I call him 3 oclock one night 
to a patient having a hemoridge after her baby I 
say tell D. R. this patient is bleeding D. R. Birddie 
came with his House Shoes on and his Suit of 
clothe over his pajama suit he said on his arrivial 
you all parden me for not having on my shoes he 
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said if Mum Sallie send for me and say come quick 
I know things is serious. 

D. R. Birddie was kind he was loving with every 
boddie he treat both white and colored so nice until 
when the news begin ringing on new year day that 
he was dead no bodie wonted to beleave it just be- 
fore day on new year A. M. while riding a long 
on his horse on a fox chase he fell from his Saddie 
an never spoke a murming word we all feel lik 
weeping Marys and morning Martha if weeping 
could have bring him back he would have been 
back before now I wont say any more about the 
great life saver one who has save so many mothers 
and babies life I wont this little all ways remember 
its Detecate to D. R. Birddie Johnson He was so 
humble the song gose lik this When my Lord call I 
will answer When my Lord call I will answer 
Where ever I Whate ever I do I will awnser in the 
sick I will awnser — on the High Way — I will 
awnser. Lord any where I be I will awnser he 
awnser to the call of the great Jehoviour on Jan 
the Ist I can iminagin his saying Lord here am I. 

If I had a thousand toungs I could not tell of all 
his good work and kind deed Will close by saying 
my heart is sad because we has lost our Wonder 
Physician. D. R. Birddie Johnson one whom was 
kind to one Whom I all obey all did I he say do 
and has never lost a mother from 1928 to this day. 
Mid Wife Sallie Ruth 
P. S. Please over look mistake 


SIDELIGHTS OF THE MEETING OF THE 
HOUSE OF DELEGATES 


Leaving Florence in a driving rain and arriving 
in Columbia with the sun shining—a good omen. 

Meeting Kenneth Lynch and others in the lobby 
of the Hotel Columbia. 

Finding a room and depositing paraphenalia— 
programs, books of minutes, official gavel, etc. 

Finding Buck Pressly, of Procurement and Assign- 
ment fame, and having a hasty conference. 

Meeting with the entire advisory committee of 
Procurement and Assignment, under the leadership 
of Buck Pressly, and holding a long session with 
reference to the recent classification cards for physi- 
cians. 

Hearing the various men representing the various 
districts discuss the question of lack or no lack of 
physicians in their respective counties. 

Getting into James McLeod's car, along with Billy 
Smith, Frank Cain, and Buck Pressly and going 
out to T. J. Hopkins for a delightful reception. 

Charmed at the hospitality of the host. 

Meeting many old friends. 

Returning to the hotel for a quick face-wash and 
then down to the ballroom for the social hour and 
the meeting of the Columbia Medical Society. 

Marveling again at the ability of Columbia physi- 
cians as hosts, particularly after having done such 
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a fine job in entertaining the State Association just 
a year ago. 

Chatting with many old friends from over the 
state and making new acquaintances. Finding Dr. 
McIntosh in attendance as usual with his cheery 
smile. Watching Billy Boyd, the President of the 
Columbia Society, darting here and there making 
everyone feel at home and showing what a host 
should be.’ Chatting with Tom Pitts, President of 
our Association. Observing the numerous medical 
officers from Fort Jackson, headed by Col. Scott, 
and Willard Goley (now a full Colonel) who made 
many friends as President of the Medical Recruit- 
ing Board, and our own Lt. Col. Benny Mayer. 

Finding the meal highly acceptable but more frugal 
than the usual banquet of days gone by. 

Noting the dignitaries at the head table—Frank 
Ober of Boston, Prof. of Orthopedics at Harvard; 
Webb Griffith of Asheville, Past-President of the 
N. C. Association; Tom Pitts; Billy Smith, Presi- 
dent-Elect of our Association; Warren White, Vice- 
President of our Association, and Billy Boyd. 

Hearing a good paper by C. H. Epting on In- 
ternal Fixation. Listening with interest to the guest 
speaker, Frank Ober, in his discussion of Treat- 
ment of Gunshot Wounds of the Knee. 

Watching the members of the State Board of 
Health file out for a special and important meeting. 

Dropping by 1109 to chat for a while and then 
going to bed. 

Awakening to the sounds of a fire siren and join- 
ing Claude Sease at breakfast. Going with him for 
a little eye-opening stroll. 

Joining the officers and Councilors in an im- 
portant session. 

Making five suggestions and being voted down 
on three. At the bat five times and getting two hits 
—a batting average of 400, which is good in any 
man’s league. 

Adjourning to mill around in the gathering crowd 
of Delegates and then up to the room with Frank 
Cain to assist in writing the annual report of Council. 
Finding a typewriter in the Auditor’s office and 
putting Frank’s writing into legible form—but in 
so doing missing the banquet of the Alumni Asso- 
ciation. One of the difficulties of being Secretary 
is that there is always something to be done at the 
wrong time. 

Watching the Delegates file into the session room 
and noting the good turn-out. 

Hearing the gracious welcome from Billy Boyd 
and the response by Warren White. 

Commending Tom Pitts on the fine progressive 
address which he delivered as President—and later 
congratulating him on the splendid way in which 
he presided. 

Reading the annual report of the Association’s 
work and of the writer’s activities, and wishing that 
the many of our colleagues who are scattered all 
over the world could be home with us again. 
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Joining in the short but impressive moment of 
silence after Orion Finklea read the list of our 
members who had died during the past year. 

Enjoying the reports of Frank Cain, Chairman of 
Council, Buck Pressly, Chairman of Procurement 
and Assignment, Kenneth Lynch, Chairman of Exe- 
cutive Committee of Board of Health, Barney Hey- 
ward, Chairman of the Legislative Committee, W. 
R. Wallace, Committee of Public Health and In- 
struction, Skeeter Zemp, Committee on National 
Physician’s Committee, and of Joe Waring, Chair- 
man of Historical Committee. 


Enjoying the good natured banter with reference 
to adopting the Constitution and the references to 
our present method of running our Association ac- 
cording to tradition. Realizing anew how few had 
read the proposed Constitution as printed in the 
Journal a year ago. 


Appreciating how much easier it is to evade an 
issue than to try to solve it when the Association 
decided to take no official action on the pending 
Marriage Bill. 

Feeling that the Association had done well in its 
selection of officers for the coming year, and glad 
that the elections were all unanimous: W. R. Wal- 
lace of Chester as President-Elect, A. P. McElroy 
of Union as Vice-President, Dick Baker as a new 
member of Council, and George Truluck an old 
horse back in new harness filling the unexpired 
term for Lawrence Thackston, Councilor, now in 
service. 

Realizing the wisdom of allowing the Council to 
determine the type, date, and place of our next 
meeting—considering the uncertainty of the future. 


Noting the touch of sadness in Tom Pitts’ voice 
as he relinquished the gavel, stating that it ended 
about twenty years of official service with the As- 
sociation. 


Watching Billy Smith as he approached the rost- 
rum, escorted by Billy Boyd and Roderick McDonald, 
to take over the Presidency in a simple ceremony 
conducted by Frank Cain, Chairman of Council. 

After adjournment, saying good-byes, gathering 
up belongings, and headed east with E. C. Hood. 

Getting home, tired but convinced that South 
Carolina physicians are still the best friends to be 
found. 


We cooperate with the physicians at 
all times 


HUNLEY’S DRUG 
STORE 


286 King St. Charleston, 8S. C. 
Telephone 5541 
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Pathological Conference, Medical College of the State 
of South Carolina 


KENNETH M. LYNCH. M. D., PROFESSOR OF PATHOLOGY 


ABSTRACT NO. 471 


Student J. A. Fort (Presenting) : 


Present Illness: 42 year old negro man admitted 
to hospital complaining of abdnominal pain, nausea 
and vomiting, and swelling of abdomen. Four weeks 
prior to admission he had a sharp pain in his right 
shoulder which soon radiated down to right upper 
quadrant and along costal margin. At the same time 
his “stomach” began to swell. As the abdominal 
swelling increased he became dyspneic and had pal- 
pitation on mild exertion; also sticking pains in 
lower abdomen. For past two weeks he had been very 
nauseated and has vomited upon ingestion of food. 
Increasing constipation, passing small black stools. 


Denied any excessive alcoholic indulgence. 20 
or 30 lbs. weight loss. On day of admission he noted 
a small mass in left side of abdomen. 

Also complained of burning, dysuria and some 
frequency for two weeks before admission. History 
of chronic cough, fever, and night sweats for 1-2 
years. 

Physical Examination: T. 101. P. 120. R. 28. 
B. P. 130 /80. A well developed, but emaciated negro. 
Pupils contracted and did not react to light (mor- 
phine). Generalized discrete, non-tender, lymphade- 
nopathy. Lungs clear to percussion, many rales scat- 
tered throughout lung fields, but breath sounds vesi- 
cular. Mediastinum not widened to percussion. Heart 
enlarged to left, PMI diffuse, located chiefly in 6th 
ICS in anterior axillary line. Sounds regular in rate 
and rhythm. Blowing systolic murmur at mitral 
area. Abdomen very tense and distended. Definite 
ascites. After paracentesis, abdomen soft and non- 
tender. Firm mass, believed to be the spleen, palpated 
two finger breadths below left costal margin. Splenic 
dullness increased. Liver not palpated and liver 
dullness decreased. Mass subsequently described as 


firm, oval, moderately tender, slightly irregular, 
measuring 8 x 10 cm. and filling the left flank and 
left upper quadrant. Rectal examination showed a 
fungating non-tender mass 3 in. from anal orifice. 
Pitting edema of left foot and leg. 

Laboratory: Blood Wassermann and Kline posi- 
tive. Urine showed from 2 to 3 plus albumin and 
occasional casts, WBC and RBC. Hb. ranged around 
8 gm. with RBC of 3.5 million. 

Course: 6000 cc. and 1800 cc. of fluid removed 
from abdomen on two occasions, first time grossly 
bloody, second time pink and cloudy. Compained 
chiefly of severe pain in left flank and inability to 
eat. Abdominal distention persisted. Developed pain 
in left chest with suppression of breath sounds and 
dullness posteriorly and expired a week later with 
terminal temperature rise to 103. 

Dr. Prioleau (Conducting): Mr. Ball, please 
start the discussion and proceed in an orderly man- 
ner to enumerate the diagnostic possibilities. 

Student Ball: The ascites appears to be the item 
of chief interest. This might be produced by vari- 
ous abdominal neoplasms, cirrhosis of liver with 
splenomegaly, tuberculous peritonitis, and Hodg- 
kin’s Disease. The black stools point to the presence 
of blood. Esophageal varices from obstruction of 
the portal circulation might be the cause of the 
bleeding. An ulcerated neoplasm of the large bowel 
is the other likely possibility. The emaciation seems 
to indicate a malignant lesion, although he may not 
have been eating properly which in itself would 
account for his malnourished state. 

Dr. Prioleau: From my examination the abdomi 
nal mass was large, irregular and hard, apparently 
with some involvement of the abdominal wall. What 
other diagnostic procedures are indicated? 

Student Ball: The irregularity of the mass and 
possible fixation to abdominal wall would practically 
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eliminate an enlarged spleen as the cause of the 
mass. A biopsy should have been taken from the 
fungating rectal mass. This might metastasize to 
the regional lymph nodes and sacro-iliac chain and 
then the liver. Certainly there must have been a 
preponderance of the tumor tissue in the left lobe of 
the liver if the mass is to be explained on hepatic 


enlargement. 


Dr. Prioleau: A protoscopic examination and 
biopsy was done and the pathologist rendered a re- 
port of rectal polyp. Mr. Borop, what do you think 
about it now? 


Student Borop: I agree with Mr. Ball. I think 
carcinoma is still the most likely diagnosis. History 
of chronic cough, fever and night sweats for two 
years leads me to think of tuberculosis also. I 
would want an X-ray of the chest. 


Dr. Prioleau: That was negative. Is there any 
way of explaining the mass on the basis of tubercu- 
losis? 


Student Borop: Masses of caseous abdominal 
nodes can produce large masses. The spleen may 
also become markedly enlarged when involved by 
tuberculosis. The bloody ascitic fluid still points 
more to a malignancy. The edema of the left leg 
also indicates that the primary growth was probable 
in the left side of the abdomen where it could pro- 
duce compression of the iliac veins. The most likely 
lesion in the region is carcinoma of the colon. The 
symptoms of constipation and persistent abdominal 
distension also indicate an obstructive lesion of the 
large bowel. 


Dr. Prioleau: Why is a constricting lesion of the 
sigmoid colon prone to give obstructive symptoms 
sooner than a similar lesion in the ascending colon? 


Student Borop: The fecal content in the ascend- 
ing colon is liquid and becomes more firm and solid 
as more water is absorbed. Obstruction is more 
likely to occur when the fecal mass looses its 
liquid nature as in the descending colon. 


Dr. Prioleau: Mr. Klauber, what suggestions do 
you have? 


Student Klauber: I think that he had a mali- 
gnant neoplasm of the gastro-enteric tract. The 
biopsy from the rectal mass may have been inade- 
quate or have been taken from the surface of the 
growth so that it did not show the infiltration deeper 
down. Polyps are also often multiple and the biopsy 
may not have been taken from the one showing 
malignant features. | do not think it was tuber- 
culosis. There was not enough tenderness and the 
lack of involvement of the lungs and the location 
in the abdomen are against it. Actinomycosis is a 
possibility. 
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Dr. Prioleau: Mr. Jensen, can you offer any other 
possibilities ? 

Student Jensen: Carcinoma of the pancreas has 
not been mentioned. If located in the head there is 
usually jaundice from bile duct obstruction. It 
might involve portions other than the head, however 
and could account for the nausea and vomiting and 
abdominal pain. Blood might reach the intestine by 
way of the pancreatic duct. 

Dr. Prioleau: What examination, if any, would 
assist you in making a diagnesis of carcinoma of 
the pancreas? 

Student Jensen: There are no specific tests. There 
may be bulky, fatty stools. Blood sugar determi- 
nations are not usually of much help. 

Dr. Prioleau: Do you think we have enough in- 
formation to arrive at a diagnosis of carcinoma of 
the pancreas? 

Student Jensen: No, we do not have enough 
evidence, but I can’t rule it out. 

Dr. Lynch: (Demonstrating gross specimens) : 
This is a case of carcinoma of the pancreas with 
multiple peritoneal and hepatic metastases. The en- 
tire organ except for a rim of normal tissue, about 
the head is replaced by crisp gray neoplastic tissue. 
Attached to the tail of the pancreas there is a large 
cystic mass which extended downward into the left 
lower quadrant for a distance of 15 cm. and measures 
9 cm. across. Its wall is composed of friable tumor 
tissues and at autopsy contained watery fluid and 
gelatinous material. This is a pseudocyst formed by 
the degenerating gland forming tumor tissue, and 
duct obstruction may have also contributed to its 
formation. The splenic flexure of the colon was 
stretched over this mass and its wall infiltrated by 
the pancreatic carcinoma which accounted for the 
blood in the stools. The lower anterior and inferior 
wall of the body of the stomach were also bound 
down to the pancreas by infiltrating bands of tumor 
tissue. 


Dr. J. R. Allison of Columbia has moved his 
office from 1512 Marion Street to 1724 Gervais 
Street. 
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NEWS ITEMS 

Dr. Charles P. Roper (formerly of York, S. C.), 
who has been in the Army since August, 1942, has 
been transferred from Walter Reed Hospital in 
Washington to the Surgical Auxiliary Group in 
Fort Sam Houston, Texas. 


Drs. Tom Peeples and Ben Wyman _ recently 
motored to Florence for a conference relative to the 
Crippled Children’s Home located in that town. Ac- 
companying them was Major C. L. Guyton, formerly 
with the State Board of Health, and now stationed 
at the Army Medical School in Washington, D. C. 

The Crippled Children’s Home in Florence has 
been operated as a county institution for the past six 
years but has been recently given to the state for a 
state home. It is a beautiful $45,000 group of build- 
ings situated on a knoll a mile and a half beyond the 
limits of town and has a capacity for forty odd pa 
tients. It should prove a real addition to the work 
for crippled children in South Carolina. It will begin 
to operate as a state home on July 1 and will be 
under the supervision of the Crippled Children’s 
Division, State Board of Health. 


Dr. and Mrs. Rhodes W. Quisenberry have re- 
cently moved to Estill where Dr. Quisenberry will 
practice medicine. Since the death of Dr. B. R. John- 
ston there has been a great need for a physician in 
this community and Dr. Quisenberry will fill this 
need. 


Dr. George R. Dawson, Orthopedic Surgeon, has 
recently moved from Charleston to Florence where 
he will conduct a private practice and will also be 
Orthopedist to the McLeod Infirmary. Dr. Dawson 
will also conduct the Orthopedic Clinic for the 
Florence District which is composed of seven coun- 
ties. 


Major George McCutchen, formerly of Columbia, 
is now located at Camp Forrest, Tenn., and Captain 
James T. Graham, formerly of Columbia, is now 
performing orthopedic surgery at the Columbus Fly- 
ing School, Columbus, Miss. 
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Capt. William Fox, formerly of Wagener, is now 
located in Alaska. 


Lt. J. Warren White, son of Dr. J. Warren White 
of Greenville, is a Marine flyer and has received 
favorable comment for his activities in search of 
survivors of a torpedoed ship. 


Dr. H. F. Wilson, formerly with the S. C. State 
Board of Health, has been promoted to the rank of 
Lieutenant Colonel. 


Dr. C. H. Young of Anderson recently underwent 
a partial gastrectomy at the Lahey Clinic in Boston. 


Dr. and Mrs. Robert Bruce of Greenville and their 
many friends were relieved when official news came 
through to the effect that their son, R. C. Bruce, 
Jr., was a prisoner of war in the hands of the 
Japanese. It had been feared that he was lost in 


th 1 Bataan. 
e battle of Bataan The chemical compositions and caloric 


Dr. B. L. Chipley, resident surgeon at State Park .values of these two types of KARO are 

during the past year, has accepted the position of : : : 

superintendent of Mt. Logan Tuberculosis Sani- practically wee 
tarium at Chillicothe, Ohio, effective at once. The Therefore the slight difference in 
Chillicothe institution is district hospital for six flavor (hardly noticeable in the milk 
counties. 
co mixture) in no way affects the value of 

Lt. Col. George Durst has written that his ad- KARO as a milk modifier. 
dress has been changed from Camp Edwards, Mass. . 
to Third Replacement Depot, A. P. O. 437, Los Either type may be prescribed for 
Angeles, California, and writes, “I have been fortu- prematures, newborns and infants. 
nate in my work in the Army, was recently pro- 
moted to Lt. Colonel. Am with a Replacement Unit 
working in the Desert Training Center in Southern 
California. My wife and three year old son, George, 
Jr., are here with me.” 


Trustees of the Duke Endowment, meeting in New 
York, appropriated $760,545.32 to 105 hospitals and 
40 orphan homes in the Carolinas on the basis of 
their work for 1942. 

Of this amount, $637,787 went to hospitals and 
$122,758.32 to orphan homes. 

The figures were announced from the Charlotte 
office of the Duke endowment, which said that ad- 
ditional hospitals whose applications have not been 
completed would be considered for appropriations 
at subsequent meetings. 

Thirty-five South Carolina hospitals received al- 
lotments. They were: 

Abbeville County Memorial Hospital, Abbeville, 
$2,053; Aiken County Hospital, Aiken, $10,436; How much KARO for Infant Formulas? 
Anderson County Hospital, Anderson, $6,750; Baker 
Memorial Sanatorium, Charleston, $306; Berkeley 
County Hospital, Moncks Corner, $3,852; Brewer 
Hospital, Greenwood, $2,114; Byerly Hospital, 
Hartsville, $2,317 ; Camden Hospital, Camden, $6,343 ; 
Cherokee County Hospital, Gaffney, $4,073; Colum. CORN PRODUCTS REFINING CoO. 
bia Hospital, Columbia, $36,428; Good Samaritan- 17 Battery Place * New York, N. ¥ 
Waverly Hospital, Columbia, $4,749; Greenville Gen- oO 
eral Hospital, Greenville, $26,794; Greenwood Hos- 
pital, Greenwood, $2,859. 


The amount of KARO prescribed is 6 to 8% of 
the total quantity of milk used in the formula— 
one ounce of KARO in the newborn’s formula is 
gradually increased to two ounces at six months. 
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SOCIETY REPORTS 


At the regular meeting of the Medical 
Society of South Carolina on March 23, short 
talks were given on Peptic Ulcer by Drs. D. B. 
Remsen, William H. Kelley and A. E. Baker. 
Following this there was a general discussion 
and a film on the subject was shown through 
the courtesy of the John Wyeth and Brother 
Company. 


At the March meeting of the Spartanburg 
County Medical Society Dr. D. L. Smith pre- 
sented a paper on Random Thoughts Concern- 
ing the Newborn Infant and Major Grady 
Callison led a discussion on the Purpose of 
Organizing Public Health Emergency Hos- 
pital Units. 


The guest speaker at the April meeting of 
the Greenville County Medical Society was 
Dr. Rowland T. Bellows of Charlotte and his 
subject, Neuralgias of the Face, and Dr. John 
F. Simmons presented a case report. 


The Columbia Medical Society had a gala 
meeting on April 12 at which time they were 
hosts to many out of town visitors including 
a large number of official delegates to the state 
meeting. The guest speaker of the evening 
was Dr. Frank Ober, Professor of Ortho- 
pedic Surgery, Harvard University, who dis- 
cussed Management of Knee Joints Following 
Gun-Shot Wounds. Dr. Charles M. Epting al- 
so presented a paper on Selected Fractures 
Treated with Internal Fixation Only. 


Seated at the speakers table were, in addi- 


tion to Dr. Ober, Dr. William Boyd, President ~ 


of the Columbia Society, Dr. T. A. Pitts, 
President of the S. C. Medical Association, 
Dr. J. Warren White, Vice President of the 
State Association, Dr. W. A. Smith, Presi- 
dent-Elect of the State Association and Dr. 
Webb Griffith, of Asheville, N. C., Past Presi- 
dent of the North Carolina Medical Associa- 
tion. 


At the regular monthly meeting of the Abbe- 
ville County Medical Society on Thursday 
night, April 15th, Dr. J. Decherd Guess of 
Greenville gave a very interesting talk on 
“Diethylstilbestrol (Stilbestrol) in  Obstet- 
rics.” Dr. E. L. Power read a paper on “Rocky 
Mountain Spotted Fever,” which paper had 
been prepared by Dr. Power and Dr. M. J. 
Boggs. Dr. W. L. Pressly reported to the 
Society on the happenings at the State Medi- 
cal Society in Columbia on April 12-13. 


Dr. C. J. Scurry and Dr. C. H. Blake of 
Greenwood, and Lt. W. E. Baldwin of Camp 
McCain, Mississippi were guests of the Society 
at this meeting. 


HWeD. 


Our total output of 5 gram Sterile Shaker 
Packages of Crystalline Sulfanilamide, 30-80 
mesh, developed by our research staff in co- 
operation with military authorities for the 
treatment of wounds in combat zones, has 
previously been requisitioned for military needs 
(totaling more than thirty million packages). 

Completion of our new Sulfanilamide Divi- 
sion plant ahead of schedule and the resulting 
increased production has now made it pos- 
sible for us to supply these packages for civ- 
ilian medical use. 

We will now accept orders for Sterile Shaker 
Packages of Crystalline Sulfanilamide. 

The package will be available only by or 
on the prescription of a physician. 


Complete information and prices on request. 


HYNSON, WESTCOTT & DUNNING, INC, 
Baltimore, Maryland 
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DEATHS 


Dr. William C. Stone, 64, of Greenville, 
died at the Veterans Hospital in Atlanta on 
April 5th. He was a graduate of Newberry 
College and the Medical College of the State 
of South Carolina (1913). He served in World 
War I at Camp Sevier at Greenville and at 
the close of the war established a practice in 
that city where he worked until his death. 


Dr. Robert Barnwell Rhett, popular Charles- 
ton physician and opththalmologist, died sud- 
denly at his summer home near Hendersonville, 
N. C., on March 3rd. Dr. Rhett was a gradu- 
ate of the Virginia Military Institute and the 
Medical College of the State of South Caro- 
lina (1914). He served in the Army Medical 
Corps in World War | and in February, 1918 
was captured by the Germans. He was held 
prisoner until the end of the war and was for 
a time stationed in Belgium in order to treat 
wounded prisoners. 


Returning to Charleston after the war Dr. 
Rhett soon limited his work to his chosen 
specialty and was soon made a member of the 
faculty of his Alma Mater. A charming con- 
versationalist and a genial host, he became one 
of the most popular physicians in the city. He 
is survived by his wife, the former Miss Vir- 
ginia Prettyman, a daughter and three sons. 


May, 1943 


Dr. Henry Timrod Schiffley, 55, died at 
the hospital in Orangeburg, his home town, on 
April 18. 

Dr. Schiffley was graduated from the Medi- 
cal College of the State of S. C. in 1912 and 
immediately afterwards began to practice in 
Orangeburg, where he continued his work until 
his death. He served in World War I, was the 
first Orangeburg physician to enter active ser- 
vice and was overseas for eighteen months. 
For years he was a surgeon for the Southern 
Railroad. 

Dr. Schiffley is survived by his widow, the 
former Miss Rachel Fanning, and one daughter. 


ANNUAL MEETING OF ALUMNI 
ASSOCIATION 


The annual meeting of the Alumni Asso- 
ciation of the Medical College of the State of 
South Carolina was held in Columbia on April 
13 at the Columbia Hotel in Columbia, with 
Dr. James Fouche presiding. Following the 
banquet there was a general discussion of the 
Refresher Course and it was decided to en- 
large this and to make it more available to 
all physicians. 

The following officers were elected for the 
coming year: President, Dr. D. Strother Pope 
of Columbia, Vice President; Dr. Roderick 
McDonald of Rock Hill, Secretary-Treasurer ; 
Dr. Foster Martin of Charleston. 


BOOK REVIEWS 


MANUAL OF INDUSTRIAL HYGIENE 
By William M. Gafafer, D.Sc. 
Published by W. B. Saunders Company 


A very readable collection of articles on various 
phases of industrial hygiene. The chapters by J. J. 
Bloomfield on “Available Services in Industrial Hy- 
giene” and “War Influence on Industrial Hygiene” 
give a good picture of the development and func- 
tions of industrial hygiene services. 

Dr. W. C. Dreessen’s article on the problem of 
occupational disease discussing radium, lead, ben- 
zene, metal fume fever, and silicosis hazards is 


compact and carries much of interest to the in- 
dustrial physician. 

“Occupational Dermatoses” by Dr. Schwartz has 
a wealth of information with practical preventive and 
therapeutic suggestions. 

Dr. Brandt’s “Engineering Control of Air Con- 
tamination” is excellently done with especial refer- 
ence to military industrial manufacturing hazards. 
His chapters on plant sanitation and illumination are 
well written with definite standards suggested. 

The book as a whole contains much that every 
physician connected with industry might read with 
profit. 

G. H. Z. 


May, 1943 


THERAPEUTICS OF INFANCY AND 
CHILDHOOD 


Edited by Harry R. Litchfield, M.D., F.A.C.P. and 
Leon H. Dembo, M.D. 


Philadelphia, F. A. Davis Company, Publishers 
Four Volumes and Index 


A reviewer should probably be more unbiased than 
the present writer, who nurses a suspicion of all 
“Systems” in numerous volumes and marvels that 
reputable pediatric therapeutics can be so extensive 
as to fill four large books. Perusal of a considerable 
portion of this work rather strengthens some of 
our cherished antipathies. 


The editors invoke the spirit of Jacobi in an enter- 
prise which seems to miss the fire of that pioneer 
pediatrician. They have also invoked contributions 
from a wide variety of authorities who furnish a 
great deal of valuable, detailed and useful informa- 
tion on therapeutics and on pediatrics in general, so 
that the set is distinctly valuable to the practitioner. 
However, it seems that a work on therapy should 
stick largely to therapy and when there isn’t any to 
be had, say so and be done with it, not taking three 
pages of text and two and one-half pages of refer- 
ences to conclude that there is no treatment for 
lymphocytic choriomeningitis, for instance. 


One is a little shaken to find the statement that 
influenza is to be treated with the “Sulfanilamide 
compounds” (they don’t seem to work for us) and 
to find serious mention of “Brown’s” mixture for 
the same disease. “Brown’s Mixture” has long since 
been thrown overboard by most therapists. One 
also starts at the use of “palpitation” for “palpation” 
in an article by one of the editors, and at the same 
use in an otherwise excellent article by Kanner on 
the Psychological Care of the Sick Child. Perhaps 
it’s a dialect, or is it just poor proofreading? These 
are minor faults, but there is a real inconvenience 
in an index which gives reference only to page and 
not to volume. 


This set at first blush appeals to the prospective 
purchaser as first class hand information. By and 
large, it is, but had it been boiled down to the size 
of one volume, it would be a better and cheaper tool 
for office use. Like all such systems, it begins al- 
ready to show signs of outmoding, but an annual 
“recent advance” volume is to keep things up to 
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date. A rather bloated opus, perhaps in tune with 
the times and the currency. 


SOUTH CAROLINA’S OWN MEDICAL 
SUPPLY HOUSE 
“AIR” A New Application In Physical 
Medicine 


The Newman Thermo-Flo 


An important advance in treatment of 
pelvic infections. 

An effective apparatus in treatment of 
pelvic inflammatory disease, in both MALE 
and FEMALE. 

An advancement over the old _ Eliott 
method, no water used at any time, just 
DRY HEAT, thermostatically controlled. 
Write For Literature. Very Interesting 

WILLIAM PERSKE 
“Everything in Medical Equipment” 
P. O. Box 345 Charleston, S. C. 


Powers & Anderson 


Manufacturer’s Agents & 
Distributors 


Hospital and Physicians 
Supplies 


For prompt service 


Mail your orders to 


Louis W. Griffin 


1512 Marion St. 
COLUMBIA, S&S. C. 
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A TEXTBOOK OF CLINICAL NEUROLOGY 
Israel S. Wechsler, M.D. 
W. B. Saunders Company, Philadelphia, 1943 


This is the fifth revision of Dr. Wechsler’s well 
known textbook, and carries forward the distinguish- 
ed traditions of all former editions. 

From the standpoint of the internist or any other 
physician who feels that he ought to improve his 
ground work in neurology, Weschsler is an_ in- 
valuable aid. He wisely declares, at the outset that 
no particular system of examination is essential, 
but that what is essential is that one develop the 
system best suited to his needs and then adhere to 
it faithfully. An excellent chapter is included on the 
interpretation of signs and symptoms. Too often 
the neurologist has ignored psychotic symptoms 
which he thought were “functional” and as often 
the psychiatrist, concentrating on the functional has 
ignored obvious organic pathology. Wechsler makes 
obvious the interdependence of psychiatrist and 
neurologist and includes much material on the psy- 
choneuroses and on psychometric tests. 

Anyone digesting this fine book will emerge a 
better psychiatrist as well as a better neurologist. 


5. 


May, 1943 


The following physicians attended the recent New 
Orleans Graduate Medical Assembly. 


Duncan C. Alford 
Spartanburg 
Joseph P. Cain, Jr. 
Mullins 

Grady S. Clinkscales 
Anderson 

Charles P. Corn 
Greenville 

H. M. Daniel 
Anderson 

H. S. Gilmore 
Nichols 

S. H. Haddock 
Anderson 

Erwin O. Hentz 
Anderson 

George D. Johnson 
Spartanburg 

P. E. Swords 
Liberty 

J. R. Young 
Anderson 


WOMAN’S AUXILIARY 
SOUTH CAROLINA MEDICAL ASSOCIATION 


President 
Mrs. Thomas A. Pitts 
Columbia, S. C. 


Publicity Secretary 
Mrs. Robert B. Durham 
Columbia, S. C. 


ANNUAL MEETING 
COLUMBIA, APRIL 13 


Mrs. Richard L. Clark of Hattiesburg, Miss., 
president of the Southern Medical associa- 
tion’s women’s auxiliary, was principal speaker 
at the 18th annual convention of the woman's 
auxiliary to the South Carolina Medical Asso- 
ciation, April 13. 

Installation of the following new auxiliary 
officers featured the program: Mrs. J. E. Orr 


of Seneca, president; Mrs. V. W. Brabham 
of Orangeburg, first vice president; Mrs. J. 
R. Desportes of Fort Mill, second vice presi- 
dent; Mrs. David F. Adcock of Columbia, 
recording secretary; Mrs. J. N. Webb, corre- 
sponding secretary; Mrs. J. L. Sanders of 
Greenville, treasurer; Mrs. R. B. Durham of 
Columbia, publicity chairman; Mrs. W. H. 
Powe of Greenville, historian, and Mrs. L. O. 
Mauldin of Greenville, student loan chairman. 


